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BRONCHOMONILIASIS 
A Preliminary Report. 





JOHN W. FLINN, M.D., 
ROBERT S. FLINN, M. D., 
ZEBUD M. FLINN, M. D. 
Prescott, Arizona. 


In two unusually interesting cases of non- 
tuberculous disease of the lungs, we were for- 
tunate enough to isolate bronchomoniliasis and 
to prove its pathogenicity by injection into the 
lungs of laboratory animals. In one case the 
diagnosis was confirmed by therapeutic test; in 
the other the diagnosis was proven by post- 
mortem findings and recovery of the organism 


from autopsy specimens. 
Morphologically the infecting organism was 
a yeast-like fungus belonging to the family 


Oosporaceae Saccardo. Biochemcial studies 
enab‘ed us to classify it definitely in the Genus 
Monilia (or more accurately Monilia Persoon) 
and the Spec:es Monilia Pinoyi. 

Case (1), male, 47, an Illinois physician, in 
August 1931 developed pain over the anterior 
left chest while golfing. He was studied and 


Fig. (1), Case (1). (August Fig. (2), 
17, 1931). Stringy, woolly fair- 1932). 
ly dense shadows over right 
base with similar shadows over 


the left base. clearing. 


Case (1). 
Homogeneous opaque- 
ness from apex to base. Left 
lung shows slight amount of 


provided for in section 1103, Act of October dl 1917, authorized March 1, 1931.” 





given a diagnosis of probable malignancy in the 
right lung. He continued to work until the 
Spring of 1932 when he visited a number of 
European physicians without obtaining a defi- 
nite diagnosis. He returned to hard work dur- 
ing the Fall of 1932; soon he developed fever 
and pleurisy. Fluid was twice removed from 
the right pleural space. A definite diagnosis of 
advanced neoplasm of the lung was made. Af- 
ter removal of the fluid the patient began to 
improve; by February, 1933, he had gained 
more than 20 pounds in weight. In March he 
motored to Phoenix, Arizona. Soon after ar- 
riving there he became acutely ill with high 
temperature. He was reported to have had 
many rales over right base and a friction rub 
in the anterior left chest. Shortly, he devel- 
oped an effusion on the left side which was as- 
pirated twice and air substituted. He expector- 
ated just once and the laboratory reported the 
sputum positive for tubercle bacilli. (In the 
light of subsequent events this must have been 
a technical error.) On the basis of this report a 
diagnosis of pulmonary tuberculosis was made. 

We first saw him June 18, 1933, at which 
time he was weak, emaciated and complaining 
of dyspnea, in several severe daily paroxysms. 


(Dec. 3, Fig. (3), Case (1). (Jan. 30, 
1933). Density of right lung 
has cleared except over base. 
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He had very little cough and raised occasional 
sputum. He had no pain and no fever. There 
were many coarse rales over the right lower 
lobe, with marked dullness over the left lower 
lobe. The heart was displaced to the right. 


He soon developed severe dyspnea which 
removing fluid from the left pleural space re- 
lieved. The sputum was negative for tubercle 
bacilli, but contained monilia which subse- 
quently proved pathogenic for laboratory an- 
imals. The fluid from the left chest also showed 
monilia which likewise proved pathogenic to 
animals. We then made a tentative diagnosis 
of bronchomoniliasis, although the complete 
absence of fever made us skeptical of the ex- 
istence of any form of infection. 

Potassium iodide was given with no favor- 
able effect. The patient grew steadily worse 
and died on August 24, 1933. A few days be- 
fore death he developed a violent noisy de- 
lirium which required large doses of narcotics 
to control. Autopsy was performed a few hours 
after death. The report is given below. 

Case (2), male, 58, a lawyer who had lived 
in Arizona more than 30 years, in March, 1933 
developed influenza-like symptoms. After re- 
turning to work, he developed pain, in the 
ninth right intercostal space near the spinal 
column, of such intensity as to require mor- 
phine. His temperature rose to 102 degrees. 
There were neither signs nor symptoms of lung 
involvement. X-ray films revealed normal 
lungs except for possible old pleural thicken- 
ing. A swelling developed over the area of the 
pain, and a week later a large amount of thick 
pus was removed from the chest wall. There 
was no communicatoin with the pleural space. 


Fig. (4), Case (1). (April 12, 
1933). Clearing at the right 
base. The left lung has pneumo- 
thorax with fluid level. 


1933). 


of fluid 
space. 


Fig. (5), Case (1). 
Clearing of right lung : 
with increase in the amount 
in the left pleural 
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Before the abscess was opened, however, there 
was marked bronchial breathing over the en- 
tire right lung posteriorly. After the abscess 
was drained, the fever abated and the consti- 
tutional symptoms improved. He began, how- 
ever, to cough and expectorate; x-ray films 
showed a homogeneous density occupying the 
greater part of the right lung field. 

When seen by us on July 18, 1933, his gen- 
eral condition was much improved; but he had 
a paroxysmal cough and was expectorating 
large quantities of sputum which, he stated, 
had a sickening sweet taste. He was still run- 
ning slight afternoon temperature. His attend- 
ing physician sent us full reports and all x-ray 
films. Examination of these films showed a 
series of fine infiltrative strands at the right 
base which resembled those in the films of 
case (1). On the basis of this similarity, Mr. 
Theo W. Keiper of our laboratory suggested 
the possibility of a similar infection in this 
case. The sputum showed monilia which proved 
pathogenic to laboratory animals. 


We prescribed potassium iodide. In a week, 
the cough and expectoration were much im- 
proved and at the end of three weeks both 
were practically gone. His general condition 
improved rapidly. X-ray films taken a short 
time later showed an extraordinary clearing of 
the right base, only a few infiltrative strands 
remaining. Subsequent films showed a com- 
plete clearing of the entire right lung. 

The first case of pulmonary Moniliasis re- 
ported in the United States was in 1915, and in 
the succeeding fifteen years only 11 other re- 
ports appear in American medical literature. 
We were much surprised as we had in our case 


Fig. (6), Case (2). (April 

1933). Suggestive “stringy 
woolly” shadows throughout the 
lower right lung field. 


(July 14, 
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records seven cases of uncomplicated broncho- 
moniliasis, none of which has been reported. 
The first was in January, 1924, from West Vir- 
ginia with a diagnosis of pulmonary tuberculo- 
sis. The patient was very ill with cough, bloody 
expectoration, fever and emaciation. Potassium 
iodide had no apparent effect and the patient 
died a year later. Of the six other cases all 
had symptoms and signs suggesting active pul- 
monary tuberculosis. Of four early cases three 


Fig. 


cleared up promptly under potassium iodide; 
the fourth passed from under our observation 


soon after the diagnosis was made and before 
treatment was instituted. Of two advanced 
cases, one made a spectacular recovery under 
potassium iodide; the other improved some- 
what under potassium iodide and passed from 
observation. 


Laboratory Studies: From the laboratory stand- 
point the disease moniliasis is of unusual interest 


Low High 





24 Hour 


185 


in that its study takes one from bacteriology to 
mycology. 

The vast majority of disease germs belong to 
closely related groups of the lowest plants and an- 
imals, and are roughly classified into four main 
groups: Bacteria—cocci, bacilli, spirilla; molds— 
ringworm, favus, etc.; yeasts—oidia, monilia, tor- 
ula, etc.; and protozoa—amoeba, spirochetes, try- 
panasomes, etc. 

The classification of microorganisms is still in its 
transitional stage due to the difficulty in studying 
individual morphological characteristics and to the 


Fig. (7), Case (2). (July 1, 
1933). Kidney shaped homo- 
geneous shadows covering en- 
tire left lung field. 


Fig. (8), Case (2). (August 
31, 1933). Following the use of 
potassium iodide. Clearing of 
the right lung with persistence 
of the “stringy woolly” shadows 
at the right base. 
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fact that almost daily new species, groups, or genii 
of organisms are described. Although bacteria have 
been fairly well classified by a national committee, 
the yeasts and yeast-like organisms are in a state 
of confusion—so much so that the same organism 
may be classified in one genus by one authority, 
and in an entirely different genus by another. For 
instance, the organism of thrush, now generally 
considered as a monilia, has been placed in half a 
dozen or more genera. One fungus may form more 
than one type of conidia, or may produce its con- 
idia under varying conditions of environment and 


High 
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GROUP 


4. Thallophyta (thallus) 3. Byrophyta (moss) 


2. Pten Dophyta (fern) 


1. Spermatophyta (seed) 


SUBDIVISIONS 


1. Funacae (saprophytic and parasitic) 


2. Algae (chloryphyll) 


DIVISIONS 


v 
1. Fungi (higher fungi) 


Vv 


2. Bacteria (lower fungi) 


3. Vegetative Bodies 


Eumycetes (fungi found in man) (filamentous forms) single nuclei. 


CLASS 


v 
Fungi Imperfecti (hypomycetes) yeast-like fungi. Free born spores. 


ORDER 


Vv 
Thallosporales (Thallus Reproduction. mycelial hyphae lm.) 


SUB-ORDER 


Vv 
Blastosporinae (asexual, oval, budding forms) 


FAMILY 


Vv 


Oosporaceae Saccardo (formation of chain-like spores) 


GENUS 


Vv 
Monilia Persoon (ferments glucose comp. Gas fo:mation. Budding forms in culture.) 


SPECIES 


Vv 
Monilia Pinoyi (sugar reactions. Pathogenicity to animals) 
CHART 1. 





nutrition. Again, to the plant pathologist the name 
monilia at once suggests the non-sexual multiplica- 
tion of the mold-like parasite of plums and other 
fruits, while to the medical mycologist the term 
means an essentially yeast-like organism occuring 
on mucous membranes or skin lesions, which form 
mycelium in semi-anarobic cultures. Unfortunate- 


High 


Chain Formation 


ly the name monilia seems to be firmly established 
with both groups of workers. It would be highly de- 
sirable if another name could come into general 
use for the yeast-like pathogenic fungi of thrush 
and related diseases; but the classification is too 
confusing now to even consider adding to it. 

The classification of the fungi imperfecti, of 


High 
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which monilia is a genus, followed by most mycolo- 
gists in this country is based upon the system pro- 
posed by Saccardo. Another quite different, classi- 
fication has been introduced by Vuillemin, which is 
generally used by French mycologists and, since so 
large a portion of the literature on medical mycol- 
ogy has come from France, this system cannot be 
ignored. Neither can the plan adopted by Castel- 
lani be overlooked after his great experience both 
in this country and in the tropics. 


In a chart we have outlined as simple and as 
workable a classification as we could devise from a 
combination of the three systems already mention- 
ed. Note that we start with thallophyta, one of the 
four great groups of the vegetable kingdom, to 
which fungi belong. Thallophyta are generally fila- 
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mentous simple cellular structures differing from 
other plants in that they do not develop into a 
complex form, with roots, stem and leaves. 

Thallophyta are separated into two large subdi- 
visions: Algae (chlorophyl), and fungacae (sensu- 
lato); fungacae are further divided into: bacteria 
or lower fungi, mycetes (sensu stricto); and vege- 
tative bodies (myxomycetes) . 

The fungi found in man, or eumycetes are subdi- 
vided into four classes of which fungi imperfecti is 
the first, recognized by the mode of reproduction, 
i. e. by freeborn spores, (or conidia) without case 
or receptacle. 


Class 1—The fungi imperfecti is divided into 
several orders, of which Order (2) is the thal- 
losporales, recognizable by their mycelial hyphae 


4 5 6 7 
sputum left lung right lung _§ rabbit 
case case case organism 
No. 2 No. 1 No. 1 No. 4 
yeast- yeast- yeast- yeast- 
like like like like 


mycelium mycelium mycelium mycelium mycelium mycelium mycelium 


white 
pastey 


white 
Lead Acetate pastey 
white 
pastey 


, white 
Sabouraud’s pastey 
white 
pastey 


; white 
Nutrient Agar ............ pastey 
sedi- 
ment 


Plain Broth sedi- 


Odor of Cultures yeasty yeasty 


killed 
rabbit in 
21 days 


Pathogenicity 


raised raised 
slowly slowly 


Motility oO O oO 
Gram Reaction 


Character of Growth.. 


I-Arabinose 
Adonite 
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slowly 
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white 
pastey 


white 
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white 
pastey 


white 
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white 
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white 
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white 
pastey 
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sedi- 
ment 


sedi- 
ment 


sedi- 
ment 


yeasty yeasty yeasty yeasty 
killed 
rabbit in 


7 days 


organ 
ism 
No. 4 
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slowly 


raised 
slowly 
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raised 
slowly 
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of more than one micron in diameter, and by their 
reproduction by thallaspores. Now we come to the 
suborder blastosporineae; it reproduces by blasto- 
spores (round conidia or buds); it is next to the 
family oosporacae-saccardo because of the mycelial 
hyphae and the typical chain of spores. The next 
step is to the GENUS monilia persoon which, as 2 
rule, ferments (produces gas) dextrose completely 
(budding forms in culture), and, finally, to the 
SPECIES monilia pinoyi; it has typical reactions 
to rare sugars, and is pathogenic to laboratory an- 
imals (see Chart 2). 

The infection may occur in various ways but in 
a large proportion of cases it is clear that the para- 
site has been introduced into the tissues from or on 
vegetable matter of one sort or another (Henrici). 
As a rule monilia which are parasitic to man are 
saprophytic to vegetables, grain, and fruit. The 
primary involvement of the lungs occured. We be- 
believe that this was true in one of our cases. 

Laboratory Diagnosis: Monilia may be found fre- 
quently in the normal mouth and throat, so that 
the mere presence of monilia in sputum is not evi- 
dence to establish a diagnosis of bronchomoniliasis. 
Precautions should be taken to prevent contamina- 
tion of the sputum. The mouth and throat shou'd 
be cleansed by gargling before collecting sputum. 

A positive diagnosis of bronchomoniliasis is justi- 
fied only by the constant finding of a pathogenic 
monilia in the expectorated sputum. The patho- 
genicity of the organisms and their causative rela- 
tionship to the disease in question can be proven 
only when their intrapulmonary inoculation in rab- 
bits results in the production of small pulmonary 
nodules. These nodules have a microscopic picture 
of other species of granulomata consisting of leuco- 
cytes, epithelioid and giant cells, with or without 
central necrosis. The periphery is usually composed 
of fibroblastic elements. In addition to these tuber- 
cles there may be present a generalized hyperemia 
throughout the affected pulmonary tissue, associat- 
ed with both a parenchymatous and interstitial 
edema of the alveolar epithelium and a narrowing 
of the alveolar tubules. Monilia must be recovered 
from the lesions. (Jacobson.) 

The blood reveals nothing characteristic. In ad- 
vanced cases there is secondary anemia. Eosino- 
philia as high as 13-14 per cent have been irregu- 
larly found. Allergic responses have been tried (in- 
tracutaneous) but have not been satisfactory. Ag- 
glutination tests have not been carried out because 
the fungi show spontaneous agglutination. Comple- 
ment fixation reactions were unsuccessful, in the 
few cases investigated. We are working on this 
problem, and have hopes of creating a valuable di- 
agnostic procedure. 

In general infections, monilia may be found in 
urine and feces. In our case with effusion, the or- 
ganisms were found in the pleural exudate. Final- 
ly, it must be remembered from both the laboratory 
and clinical angles that it is probable that monilia 
become pathogens in man only when the soil has 
been rendered susceptible to the invading organ- 
isms by a break in the immunity chain. 
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Autopsy Findings Case (1): Head—there was in- 
creased intracranial pressure with escape of fluid 
when the skull cap was removed. The longitudinal 
sinus and the meningeal vessels were engorged with 
blood. The surface of the brain was markedly con- 
gested. Scattered over the surface of the brain 
were many small white conical masses measuring 
about 0.5 cm. in diameter and resembling some- - 
what the appearance of the yeast colonies on cul- 
ture media. On section of the brain all vessels were 
congested and there was an increase in fluid in the 
lateral sinuses. The choroid plexus was matted to- 
gether and granular. The right lung was adherent 
over its entire surface. The left pleural space con- 
tained one thousand cubic centimeters of fluid. On 
section the upper lobes gf both lungs showed small 
areas of consolidation. The lower lobes were gross- 
ly negative. The bronchial glands were not en- 
larged. The heart was negative. The liver and 
spleen had evidence of passive hyperemia. The 
mesenteric glands were negative. 

Sections from the brain and lungs showed pseudo- 
tubercles and numerous giant cells. No acid-fast 
organism was seen in any section. 

Positive cultures of monilia pinoyi were obtained 
from the brain, from the pleural fluid and from 
the apex and base of each lung. Injection of these 
cultures into the pulmonary tissue of rabbits pro- 
duced typical nodules from which monilia pin- 
oyi was recovered. 





PHYSIOLOGIC APPROACH TO 


TREATMENT OF HEART 
FAILURE 


FREDRICK A. WILLIUS, M. D. 
Section on Cardiology, 
The Mayo Clinic, Rochester, Minnesota. 


(Read before the Arizona State Medical Associa- 
tion, Phoenix, Arizona, April 25, 26, and 27, 1935.) 


The intelligent treatment of heart failure 
fundamentally rests on the establishment of a 
correct diagnosis of the underlying disease 
causing such failure. Unfortunately, however, 
the tendency still exists to practice medicine 
by rote, to remember the symptoms and signs 
of disease and to impress these facts by repeti- 
tion as they occur with experience. This make- 
shift knowledge virtually curbs the individual 
to the limited occurrence of disease in its clas- 
sic form; beyond this, his diagnostic accuracy is 
cast with fate. 

In the diagnosis of heart diseases and in their 
differentiation, the physician’s accuracy usual- 
ly parallels the comprehensiveness of his 
knowledge of fundamentals and his ability to 
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use this knowledge intelligently. When one re- 
calls the architectural complexities of the heart 
and fully appreciates its dynamic responsibili- 
ties in the general scheme of the body, some of 
ihe problems in the diagnosis of its diseases be- 
come apparent. The issue becomes further 
complicated by the fact that diseases affecting 
the heart rarely limit their devastations to one 
structure or component part, so that the result- 
ing patholog’c lesions are usually multiple. 
Furthermore, the heart frequently is diseased 
from more or less remote conditions in the 
body. 

Accuracy of diagnosis in heart disease can- 
not therefore be attained by the physician who 
is equipped only with a good memory and a 
didactic medical experience. Modern medicine 
demands not only accuracy of diagnosis, but 
also the practical application of physiology in 
the diagnosis of disease and in its treatment. 
The scientific treatment of heart disease is pos- 
sible only when the disturbances in physiology 
are recognized and properly interpreted. 

Many physiologic reactions are in the nor- 
mally functioning cardiovascular system per- 
mitting the circulation to adapt itself readily to 
the demands imposed by varying circumstanc- 
ces; they are variable, at times, and under cer- 
tain demands exerting their influence, and 
again remaining dormant. Among these physi- 
ologic factors are cardiac rate, amplitude of 
contraction, volume output, myocardial tonic- 
ity, residual cardiac blood, arterial and venous 
blood pressure, varying resistance of the peri- 
pheral circulation (arteriolar capillary bed), 
status of such other circulatory components as 
the splanchnic and pulmonary circulation, 
blood viscosity, diaphragmatic function, and al- 
terations in basal and general metabolism. 

The heart may be unable to maintain normal 
circulation under the strain of disease, and sta- 
sis May occur in various parts of the body. 
This is evidenced by, dyspnea—frequently 
orthopnea—edema—even ansarca—varying de- 
grees of cyanosis, and congestion of liver and 
other viscera—the syndrome of congestive 
heart failure. This syndrome may occur in any 
form of cardiopathy. 

In considering treatment for congestive heart 
failure, an attempt will be made to link the 
therapeutic measures employed with the major 
facts underlying the forms and stages of circu- 
latory failure; in order that the ensuing consid- 
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eration of certain disturbances may be clari- 
fied, I shall consider the circulation according 
to its individual components. For reasons of 
simplification, let us consider the heart as a 
bilocular organ consisting of right and left 
chambers with the pulmonary vessels between 
them. The peripheral circulatory channels, 
the great arteriolar-capillary bed of the body, 
comprise the systemic circulation, communicat- 
ing with the heart by the various arterial and 
venous trunks; With this relatively simple 
scheme in mind it becomes possible to visualize 
the disturbances in circulation consequent to 
heart failure. 

The production of heart failure: Diseases of 
the cardiovascular system influence the heart 
in various ways; an understanding of these dif- 
ferences is necessary to the interpretation of 
the effect of the various lesions as expressed 
in terms of cardiac strain. For instance, hyper- 
tension, coronary disease, aortic stenosis, aortic 
insufficiency, and adherent pericarditis, pri- 
marily and predominantly, exert strain on the 
left ventricle. In contrast, sclerosis of the pul- 
monary artery, pure mitral stenosis, and cer- 
tain pulmonary diseases, notably emphysema, 
extensive pulmonary fibrosis, and pulmonic 
stenosis, primarily and predominantly, over- 
burden the right ventricle. Clear-cut instances 
of failure of either ventricle are not commonly 
observed, as cardiac lesions are likely to be 
multiple and failure of one side of the heart 
blends into failure of the other. 

When the left ventricle begins to fail, it falls 
behind in expelling the blood sent through the 
lungs and left auricle by the normal right ven- 
tricle. This influences the pulmonary circula- 
tion; pressure within it is raised, stasis occurs, 
the lungs become congested, and, if this train of 
events occurs rapidly, edema of the lungs may 
appear; the patient becomes dyspneic and cya- 
notic, varying with the impairment of ventila- 
tion. When anoxemia has reached a certain de- 
gree, cardiac function becomes more impaired 
because heart muscle is intolerant to oxygen- 
want. The effect of anoxemia is not limited to 
the heart; oxygen is needed in all living tis- 
sues, and while a range of variability exists ac- 
cording io different structures, encroachment 
on the physiologic limits results in disturb- 
ances in function. A greater requirement for 
oxygen occurs when events accentuate the 
physiologic reactions. In the heart, an added 
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load creates an increased demand for oxygen 
proportionate to the added burden. 


The maintenance of cardiac tonicity, vital 
in resisting heart failure, is greatly influenced 
by proper ventilation, and under conditions of 
oxygen-want, loss of tonicity and progressive 
heart failure may rapidly ensue. When the 
heart is the seat of structural disease, variable 
degrees of myocardial anoxemia are readily 
produced. In most cardiac lesions, such as sten- 
osis and insufficiency, or in disturbances of 
rhythm, such as may occur with auricular fib- 
rillation, a tendency exists to reduce the minute 
volume of the circulating blood. With reduc- 
tion of minute volume, no immediate defi- 
ciency in pulmonary ventilation exists, for suf- 
ficient oxygen is present in the alveolar air; 
the saturation of the arterial blood is, there- 
fore, normal. However, with pulmonary stasis 
and congestion, ventilation in the alveoli is im- 
paired through the accumulation of a transu- 
date and anoxemia supervenes. Tonicity is 
then impaired, the minute volume of the circu- 
lation becomes reduced further, with reduction 
in the total oxygen content of the tissues. This 
is a vicious cycle which tends to be repeated, 
which progressively interferes with circulatory 
function, and which terminates in death unless 
interrupted. 

In order to allow for normal coordination of 
the circulation, a proper balance between ar- 
terial and venous blood flow must be main- 
tained. For many years it was believed that 
cardiac output was the chief factor influencing 
venous pressure, due to varying exchange of 
blood between the veins and arteries. How- 
ever, evidence now exists which seems to indi- 
cate that venous pressure is an important factor 
in the regulation of cardiac activity, thereby re- 
versing the previously accepted belief. Within 
the limits of the range of physiologic adapta- 
tion, increased venous return results in in- 
creased cardiac output, whereas diminished 
venous return, with lowering of venous pres- 
sure, likely causes diminished cardiac output. 
When the venous return is increased, more 
blood tends to flow into the ventricles, systole 
is prolonged, and the residual blood at the end 
of systole may or may not be reduced. The 
heart is capable, within certain limits, of re- 
sponding to an increased load by increased 
work; the limit of response is what is common- 
ly known as the cardiac reserve, Thus, under 
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average conditions, a regulating mechanism ex- 
ists that tends to stabilize venous pressure. 


As failure of the left ventricle progresses, the 
right ventricle is forced to work against in- 
creasing resistance, its function becomes im- 
paired, and the tricuspid valve ultimately be- 
comes incompetent, with the result that the 
systemic venous circulation becomes engorged, 
but to some extent relieving the pulmonary 
circulation. It is at this stage of heart failure 
that lessening of dyspnea and cyanosis may be 
witnessed, while the dependent tissues become 
edematous and fluid accumulates in the ab- 
dominal cavity. Arterial pressure frequently 
becomes lowered. 

With continued and progressive cardiac fail- 
ure, both ventricles now participating, the pul- 
monary circulation becomes the seat of pro- 
gressive stasis as stasis also progresses in the 
systemic venous circulation. Continuation of 
these phenomena obviously results in death. 

When failure primarily affects the right ven- 
tricle, the train of events is somewhat differ- 
ent. The right ventricle experiences difficulty 
in expelling its charge of blood, with the result 
that the tricuspid valve soon becomes incom- 
petent; stasis, and later engorgement of the 
systemic venous circulation, ensues. Failure of 
the pulmonary circulation occurs secondarily; 
that is, the order in which the pulmonary and 
the venous circulation becomes engorged is 
the reverse of that occurring with primary left 
ventricular failure. 

There are still many points of conjecture re- 
garding the problem of cardiac edema, al- 
though the relationship of certain mechanical 
factors seems explicable. 

Landis inserted minute tubes into the capil- 
Jary loops, and showed, by his studies of blood 
pressure in the capillaries, that distinct differ- 
ences exist between pressure in the arterial 
and in the venous portions of the loops. The 
osmotic pressure of the tissues was found to 
average 25 mm. of mercury. The average pres- 
sure in the arterial end of the capillary loop 
was tound to be 32 mm. of mercury, that in the 
venous end to be 12 mm., whereas that in the 
arch of the loop was 20 mm. This status ob- 
viously permits the fluid elements of the tis- 
sues to enter the venous side of the capillary 
loop with facility because of the difference be- 
tween the osmotic pressure in the tissue and 
that in the venous capillary. However, when 
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venous pressure becomes increased, which fre- 
quently occurs in congestive heart failure, the 
reversal of conditions of pressure permits the 
fluid element of the blood to seep into the tis- 
sues to remain there as long as the imbalance 
persists. 

One must realize, however, that these various 
physiologic disturbances, as I have related 
them, may not be clearly observed in clinical 
cases owing to the fact that, even under condi- 
tions of disease, the cardiovascular system pos- 
sesses remarkable powers of adaptation and 
enrolls all the available resources of its various 
components before submitting to defeat. Like- 
wise, the compensatory factors apparently be- 
have variably under seemingly identical con- 
ditions. 

The principles of treatment: With the advent 
of congestive heart failure, regardless of its 
cause, sole attention must not be centered on 
the heart. Not infrequently such a zealous yet 
misguided effort results in failure of the pa- 
tient to improve and at times is the direct rea- 
son for his decline. I do not wish to imply that 
treatment directed at improving heart function 
should not be instituted, but this certainly 
must not be the only therapeutic approach. 

During the stage of congestive heart failure 
one is confronted with the consequences of 
faulty circulation, and direct attack on these 
consequences is often necessary in order to per- 
mit the heart to regain its adequacy. The prin- 
cipal sequelae comprise visceral congestion, ed- 
ema and anasarca, anoxemia, and increase in 
venous pressure in the pulmonary or systemic 
circulations, or in both. The abolition of these 
conditions greatly relieves the heart and often 
is the deciding point in a patient’s recovery. 

Thus the treatment of congestive heart fail- 
ure rests, essentially, on three principles: (1) 
Measures primarily directed toward the heart, 
in which the attempt is made to permit it to 
obtain more rest, and thereby to increase the 
efficiency of its function; (2) measures insti- 
tuted principally to relieve the consequences 
of heart failure, as already mentioned; and (3) 
institution of an individualized regimen direct- 
ed toward maintenance of circulatory ade- 
quacy. 

Forms of treatment: The first and outstand- 
ing requisite in the treatment of congestive 
heart failure is complete rest in bed, with ele- 
vation of the upper part of the body. The pa- 
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tient should not be permitted to leave the bed 
under any conditions. Interruption of rest, 
such as occurs when the patient is permitted 
to visit the bathroom, is frequently the factor 
that results in failure of the instituted regimen. 


Digitalis, the therapeutic agent most com- 
monly used in heart disease, was brought to 
the attention of the medical world by William 
Withering over a century and a half ago. Yet 
despite this long usage, it is probably the most 
misused drug in present-day therapeutics. 
Many physicians prescribe digitalis on making 
the diagnosis of heart disease, regardless of the 
type of lesion or state of function and fre- 
quently on the mere suspicion of the existence 
of heart disease. Such therapeutic indiscrimin- 
ation indicates the traditional domination of an 
unenlightened era and clearly shows a lack of 
understanding of the actions of the drug. 

Many actions have been assigned to digitalis, 
a considerable number of which have not with- 
stood the test of time and experience, a fact 
unquestionably contributing to the existent 
confusion regarding its actions and indications. 
The effect of digitalis on the diseased heart of 
man is now narrowed down to three definite 
actions, the understanding of which greatly 
simplifies the practical indications and contra- 
indications for its use: (1) Digitalis depresses 
the function of the sino-auricular and auriculo- 
ventricular nodes, resulting in a tendency to 
slowing of cardiac rate—partly a vagal action; 
(2) it depresses cardiac conduction throughout 
the muscle and increases the refractory period 
of both auricles and ventricles—depression of 
conduction, particularly through the auriculo- 
ventricular (His) bundle, explaining the strik- 
ing result in many cases of auricular fibrilla- 
tion; and (3) it increases the amplitude of car- 
diac contraction, and it tends, also, to restore 
tonus, apparently from direct action on the 
heart muscle. 

The most striking indication for the adminis- 
tration of digitalis is congestive heart failure, 
when auricular fibrillation is present, when the 
ventricular rate is rapid, and when discrep- 
ancy exists between the apical and the peri- 
pheral arterial pulse. Probably the most dra- 
matic results that follow administration of digi- 
talis are observed under these circumstances. 
Although digitalis is indicated in other condi- 
tions also, its beneficial effects are prone to be 
less conspicuous. I have in mind, particularly, 
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the patient with congestive heart failure, but 
one whose heart beats in regular rhythm and 
not excessively rapidly. Additional therapeutic 
measures are usually necessary to restore cir- 
culatory competence. 

After restoration of cardiac function, digi- 
talis is frequently indicated, administered, pref- 
erably, for two or three consecutive days each 
week. This is particularly true if auricular fib- 
rillation is present. Under any condition ad- 
ministration of digitalis should be discontinued 
before the development of toxic signs or symp- 
toms. Toxic phenomena, such as nausea and 
vomiting, are well known and readily recog- 
nized, but the symptoms of cerebral intoxica- 
tion are apparently not so well understood and 
warrant emphasis. They consist of giddiness, 
disturbed color vision, delirium, and coma, and 
they may occur independently of nausea and 
vomiting. This status is extremely dangerous, 
not infrequently ending in death. 

Mercurial diuretics, novasurol (merbaphen) 
and salyrgan (mersalyl), have been the out- 
standing contributions of recent years to the 
treatment of congestive heart failure. Novasu- 
rol is a double salt of sodium mercurichlor- 
phenyl-oxyacetate with diethylbarbituric acid. 
It contains 33.9 per cent of mercury. Salyrgan 
is prepared by the action of mercury acetate 
and methyl alcohol on salicylallylamide-o- 
acetic acid, with subsequent conversion to the 
sodium salt. It contains, when dried to a con- 
stant weight, 39.6 per cent of mercury in non- 
ionizable form. 

The mercurial diuretics appear to act by mo- 
bilizing sodium chloride and water in the tis- 
sues causing them to be excreted in the urine. 
The action presumably is exerted on both the 
kidneys and other tissues. Diuresis usually be- 
gins within a few hours after intravenous ad- 
ministration of one to two cc. and the maximal 
effect of the single injection is invariably 
achieved within the first 24 hours. Injections 
may be given at intervals of three or four days. 
It is not unusual for the urinary output to 
range from 3,000 to 8,000 cc. in the first 24 
hours succeeding administration of the drug. 

Dramatic improvement in the patient’s con- 
dition frequently occurs soon after release of 
large quantities of fluid, thus enormously re- 
lieving the load on the heart by lowering the 
peripheral resistance. The general circulation 
improves, venous stagnation disappears, ve- 
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nous pressure falls if the disease has caused it 
to be increased, and oxygenation of ‘the tissues 
becomes more adequate. 


The mercurial diuretics are contraindicated 
in acute glomerulonephritis; caution must be 
used not to confuse the evidences of heart fail- 
ure with those of nephritis. Enteritis is like- 
wise a contraindication to the use of these mer- 
curial substances. Extreme caution must be 
exercised in administering these drugs; the in- 
troduction of even minute amounts into the 
skin results in a slough that requires consider- 
able time to heal. 


The long-continued intravenous injection of 
either novasurol or salyrgan leads to local ve- 
nous thrombosis, and consequently their use is 
ultimately prevented. Under such conditions 
they may be injected deeply into the muscles 
of the buttocks, and experience at The Mayo 
Clinic has shown that novasurol is more ef- 
fective than salyrgan when administered intra- 
muscularly. 


The diuretic salts, ammonium nitrate and 
ammonium chloride, are valuable adjuncts in 
the treatment of cardiac edema, as has been 
demonstrated by Keith and his associates. At 
times, release of edema fluid by the use of the 
mercurial diuretics is slow and incomplete, and 
the supplemental administration of these salts 
results in satisfactory diuresis. Not infrequent- 
ly, the use of these salts alone results in mobil- 
ization of the fluid. They apparently act di- 
rectly on the tissues of the body; the ammo- 
nium radical forms urea and the acid ion ap- 
parently predominates in liberating fluid. An 
increased urinary output of water, acid, chlo- 
rine, ammonia, and total inorganic base occurs. 
The drug is best given in enteric-coated pel- 
lets, and the usual dose is four to six gm. daily. 
Administration must not be too protracted, 
owing to the tendency for concentration of urea 
in the blood of some patients. It is frequently 
desirable to administer these salts three or four 
days preceding injection of the mercurial di- 
uretics, and then to discontinue administering 
them. The presence of marked retention of ni- 
trogen ordinarily contraindicates their use, but 
if other methods of treatment fail to mobilize 
retained fluids, their cautious use is warranted. 
When the stomach will not retain administered 
substances, as it sometimes will not when vis- 
ceral congestion is marked or digitalis has been 
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unwisely used, either salt may be administered 
in solution by rectum. 

The purine diuretics likewise have a place in 
combating cardiac edema. They consist chief- 
ly of theobromin sodiosalicylate, theobromine, 
theophylline, and caffeine. As a rule their ef- 
fect is less spectacular than that of the agents 
already considered. They tend to cause libera- 
tion of water, sodium, and chlorides from the 
tissues and apparently exert their influence on 
the kidneys and on the other tissues of the 
body. These drugs are usually administered 
orally in doses of 0.3 to 0.6 gm., three or more 
times daily. When results are not evident with- 
in a few days, their continued administration is 
of doubtful value. 

The intravenous injection of hypertonic glu- 
cose solution is frequently a valuable proce- 
dure . It is well known that the heart muscle, 
as a storage depository for glycogen, ranks sec- 
ond only to the liver; its normal content of 
glycogen, in proportion to the weight of the 
organ, is greater than that of any other depos- 
itory of the body. It is a fact that heart muscle 
glycogen becomes readily mobilized under the 
influence of anoxemia, so that undoubtedly this 
becomes an important consideration in heart 
failure. 

Glycogen plays an important part in the met- 
abolism of the myocardium, and undoubtedly 
the part it plays here is similar to that which 
it plays in voluntary muscle; it is a vital source 
of enerby. Evidence exists that heart failure 
is attended by a deficiency of glycogen in the 
heart muscle, for it has been frequently dem- 
onstrated that intravenous injection of freshly 
prepared, sterile hypertonic solution of glucose 
results in striking improvement in cardiac 
function. At times this procedure results in 
diuresis, and it is frequently indicated when 
evidences of dehydration are present with a 
tendency for nitrogen retention. 

It is important here to emphasize the fact 
that a patient with anasarca may present all 
evidences of dehydration, namely, a dry, red- 
dened tongue, a dry skin, stupor, elevation of 
blood urea, and so forth. He is like the mari- 
ner at sea,—there is water, water everywhere 
but not a drop to drink, because the retained 
fluid is held in the tissues where it is not ex- 
creted, not available for use by the body. 

Three, to four, houndred cubic centimeters of 
15 to 20 per cent solutions of glucose are in- 
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jected extremely slowly, in not less than an 
hour with a longer time for larger amounts. 
This may be repeated daily for several days, as 
the case may require. Dramatic improvement 
is frequently observed. 

Oxygen therapy has a definite place in the 
treatment of heart failure, but I do not advo- 
cate it as a routine procedure. The reasons for 
this lie in the fact that it is ordinarily not nec- 
essary, as the majority of patients improve un- 
der the other forms of treatment mentioned, 
and it is an expensive procedure. The oxygen 
chamber and the portable tent are the only 
methods of administration that give satisfac- 
tory results. The indications are severe dysp- 
nea and cyanosis,—evidences of anoxemia. A 
concentration of 50 per cent oxygen by volume 
is usually maintained. Experience has shown 
that concentrations beyond 60 per cent are not 
necessary, and if no improvement by these con- 
centrations occurs, this method of treatment 
should be discontinued. 

Venesection, one of the oldest therapeutic 
procedures, occupies an important place in the 
treatment of congestive heart failure. Present 
day medicine has almost abandoned this pro- 
cedure; yet its intelligent application is often 
a life-saving measure. It is particularly effec- 
tive when the pulmonary circulation is engorg- 
ed, for it reduces the volume of venous blood, 
which in turn diminishes the pressure of the 
blood in the heart in diastole and, thereby dim- 
inishes cardiac dilation—thus making possible 
more efficient cardiac contraction. This often 
permits the heart to keep pace or even to over- 
come load, which frequently is the turning 
point in the restoration of function. The quan- 
tity of blood withdrawn usually ranges from 
300 to 600 cc., and the procedure may be re- 
peated from time to time as indicated. 

Other mechanical measures employed in the 
treatment of congestive heart failure consist in 
aspiration from the body cavities of retained 
fluid, introduction of Southey tubes into edem- 
atous extremities, or multiple puncture or 
cutaneous incision of these edematous parts. 
Fortunately, however, these procedures are 
rarely necessary, testifying to the remarkable 
efficacy of the measures already considered. 
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DISCUSSION 

DR. VICTOR RANDOLPH: I feel I speak for 
the entire convention when I say that this paper 
is of great practical value. 

DR. F. A. KENNEDY: I should like to ask when 
digitalis is wrongly used? 

DR. WILLUS: This is an involved question based 
on definite fundamental principles. Digitalis’ func- 
tion is with definite heart failure. Digitalis is 
wrongly used when there is a mere suspicion of 
heart failure. 





POLYCYSTIC KIDNEY 


(Report of Five Cases) 


J. W. PENNNINGTON, M. D. 
and 
DAVID M. DAVIS, M. D. 


To illustrate some of the problems connect- 
ed with polycystic kidney, we are presenting 
abstracts of five cases. 

Polycystic kidneys are striking and spectac- 
ular in the autopsy room; in the patient they 
are rarely diagnosed. 

The commonly quoted diagnostic triad is 
pain, hematuria and bilaterally enlarged kid- 
neys; but a good deal must be added to this. 
Hematuria may be absent; pain may be absent; 
and the kidneys may not be palpable. In ad- 
dition, the patient may be suffering mostly 
from symptoms due to superimposed complica- 
tions such as urinary infection with pyelo- 
cystitis, pyelonephritis, or even pyonephrosis, 
urinary calculus, ureteral obstruction with hy- 
dronephrosis, or paritcularly in males lower 
urinary tract obstruction. The symptoms of 
the complications are apt to mask those due 
directly to the kidneys. Complications are 
more apt to occur in older patients, but are 
seen in the young, as demonstrated in our case 
four. 


Case (1), female, age 49, married, first seen 
May 4, 1933: It is interesting that the patient’s 
mother died of “kidney trouble with hemor- 
rhages and dropsy.” General health had been 
good until the present illness. No kidney trou- 
ble arose with her one pregnancy. Five years 
ago pain in the back began, with hematuria, 
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chills and fever. She was treated medically for 
two years; she had a nephopexy; polycystic dis- 
ease was found. The pain was relieved by the 
operation, and she was well for one year 
Chills, fever and hematuria recurred; relief 
was obtianed by kidney lavage, which con- 
trolled her symptoms for two years or until 
about six months ago when she began to have 
pain in the left kidney. Lavage then failed to 
relieve the trouble. She had had nausea for 
one to two weeks, and profuse hematuria for 
one month. 

Examination showed the patient to be well 
developed and nourished, clear and alert men- 
tally but complaining of extreme nausea. 
Large, irregular, movable, masses were felt in 
both kidney regions, that on the left being larg- 
er, extending down to the level of the umbili- 
cus. The non-protein nitrogen was 170; medici- 
nal treatment had no effect on the nausea or 
increasing uremia. The patient died eight days 
later. 

The autopsy findings were of no significance 
except those of the liver and kidneys. The liv- 
er was slightly enlarged, pale and covered with 
many cysts from one-half mm. to three cm. in 
diameter. Both kidneys were extremely cys- 
tic, equal in size—measuring 17 by six by eight 
cm. The cysts varied in size up to four cm. in 
diameter and some of them contained bloody 
fluid. 

Case (2), female, age 55, married, first seen 
in September, 1933: The complaint was pain in 
the back. The general health always had been 
good. The uterus was removed 10 years pre- 
viously for early carcinoma. There was no 
kidney trouble prior to the present illness. In 
1930 the patient had high blood pressure and 
was told that she had Bright’s disease. In 1931 
she had back pain but no bladder symptoms. 
Four months prior to her visit to the office she 
had severe pain in the back and marked nauw- 
sea and vomiting. “Examination showed bilat- 
eral hydronephrosis with infection. Cystoscopic 
treatment caused immediate and marked im- 
provement but pain persisted and the patient 
was treated by lavage of the kidney pelves 
about once a month. 

Examination revealed nothing definite. The 
patient was seen at intervals of about one 
month. The ureters were dilated to size 12 
French. There was relief from the pain fol- 
lowing each dilation. Following the dilation on 
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February 21 the patient did not experience the 
usual relief and when seen March 14 she had 
severe pain in the back accompanied by nausea 
and vomiting. A mass was then palpable in the 
right upper quadrant. Ureteral catheterization 
gave no evidence of hydronephrosis. Shortly 
after this hematuria appeared and on July 2, 
1934, both kidneys were palpable and enlarged. 


Case 2. A. B. & C. represent filling defects due to 
the spherical cysts. 

The urine was infected and again ureteral 
catheterization revealed no hydronephrosis. At 
this time the patient, who was indigent, con- 
sented to enter the county service, and shortly 
after an intravenous pyelogram was made by 
Dr. Ketcherside. We had the privilege of ex- 
amining the films, and Dr. Ketcherside has 
kindly permitted us to use them. The pelves 
in this case were typical, being elongated and 
irregular, with numerous distortions from 
pressure of the cysts. 


The patient, who had about reached the max- 
imum age for those suffering from this disease, 
was very ill when last seen by Dr. Ketcher- 
side; two weeks later she died. 


The diagnosis was not made in this case un- 
til the pyelograms were secured. The interest- 
ing feature is the rapid increase in size of the 
late stage of the illness. 

Case (3), male, age 49: The complaint was 
hematuria. The patient had always enjoyed 
good health except for slight post-prandial epi- 
gastric pain for 15 years. The hematuria had 
been present continually for 18 months. At 
first there were no other symptoms, but for 
two months aching pain in the back and mod- 
erate frequency of urination had been present. 
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The bleeding was more pronounced in the 
morning. 

Examination showed the patient to be pale 
and sallow. The right kidney was palpable but 
not tender; the left was not felt. The urine 
showed blood but no pus or bacteria. Other- 
wise the examination was negative. All of the 
blood came apparently from the left kidney. 
In 10 minutes there was nine per cent phenol- 
sulphonephthalein excretion from the right 
kidney and 15.5 per cent from the left. The 
x-ray showed no stone shadow. In pyelograms 
the right kidney was large but regular in out- 
line. The pelvis was large, and unusual in ap- 
pearance. The infundibula were moderately 
wide, the minor calices somewhat blunted and 
deeply indented. The major calices were wide- 
ly separated from one another and the paren- 
chyma was thicker than normal. There were 
no filling defects. The right pelvis was sirnilar, 
but somewhat smaller. 


The picture is not the usual one for poly- 
cystic kidney. The lesion is, however, evident- 
ly bilateral, and there is no evidence suggest- 
ing neoplasm. The clinical history is character- 
istic for polycystic kidney. This must be set 
down as a doubtful case. 

The patient was treated by ureteral dilation 
and silver nitrate instillation on three occa- 
sions with much relief; then he disappeared. 

Case (4), male, age 15: The complaints were 


pain in the left side and bleeding at the end of 
urination. The family history revealed no urin- 
ary disease. The past history was of general 
good health, except for frequent colds and 
mastoiditis at age 11. 

Present illness: Four days before first seen 
blood was noticed at the end of urination. 
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There had been no burning or smarting on 
voiding but slight terminal tenesmus. ‘The 
voidings were at hourly intervals during the 
day with nocturia twice. Pain in the left flank 
was a marked symptom from the second day of 
the illness, being knife-like in character. It 
gradually lessened until it was a heavy drag- 
ging sensation at the time the patient was seen. 

Upon examination neither kidney could be 
palpated; there was tenderness over the left. 
The abdominal examination was negative. The 
prostate and seminal vesicles were normal. The 
urine showed many pus cells, many red blood 
cells, numerous gram negative bacilli, and a 
few gram negative cocci. 

The cystoscopic examination revealed the 
bladder to be generally inflamed with local- 
ized areas of deep injection. Two of these deep- 
ly injected areas showed soft, rounded, pur- 
ple, excrescences which were easily indented 
and edematous appearing. The trigone was 
edematous and the vesical orifice showed two 
pale excrescences. A specimen of one of the 
excrescences in the base of the bladder was 
taken for microscopic study. The ureteral ori- 
fices were small, but number seven whistle tip 
catheters passed to both kidneys. Phenolsul- 
phonephthalein appeared from the right side in 
four minutes and from the left in six minutes. 
The right kidney showed 25 per cent and the 
left 20 per cent in 15 minutes. The urine from 
the right kidney showed an occasional pus cell, 
numerous staphylococci and rare bacilli; that 
from the left kidney showed many pus cells 
and large numbers of bacilli and staphylococci. 
Bilateral pyelograms showed typical early poly- 
cystic kidney disease and marked dilation of 
the lower left ureter. 

The microscopic examination of the tissue 
specimen showed no malignant changes. 

The patient was treated by dilation of the 
left ureteral orifice, also by oral and intrave- 
nous medication, with complete relief of the 
symptoms and disappearance of the infection. 

The patient was advised of his condition and 
urged to lead a normal life except to avoid 
strenuous exercise; he has remained in excel- 
lent health up to the present, a period of two 
and one-half years. He has 35 to 40 years of 
useful life to look forward to; there is every 
reason to avoid making a neurotic invalid of 
him. 

Case (5), male, aged 55: He was uremic 
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when first seen. His father had died of “abnor- 
mal kidneys.” The general health of the patient 
had been good until onset of hematuria nine 
years before. Diagnosis of polycystic disease 
had been repeatedly made. The present attack 
began two weeks prior with colicky pain in the 
left side radiating to the penis. The blood pres- 
sure was 250 systolic. No nausea or vomiting 
had been present. The temperature had been 
up to 102°. Severe persistent hiccoughs began 
two days before the patient was first seen. 


Fee 
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Case 4. Dilated left ureter. 


Examination revealed a restless, disoriented. 
critically ill white man. The lower pole of the 
right kidney was palpable, slightly enlarged, 
but not definitely tender. A large, somewhat 
irregular mass could be felt in the left kidney 
region. The lower border extended two cm. 
below the umbilicus and moved with respira- 
tion. The mass was slightly tender. The urine 
showed a large amount of pus, moderate num- 
bers of red blood cells and many bacilli. The 
N.P.N. was 67 mgms. per 100 cc. blood. An in- 
travenous pyelogram showed nothing. The 
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urinary infection was treated by ureteral dila- 
tion and retention catheters in the ureters. 
There was no evidence of hydronephrosis. The 
N.P.N. rose to 89 mgms.; a fatal outcome was 
expected. Improvement began, however, after 
about two and a half weeks, and a month later 
he was as well as before the attack. This re- 
covery is remarkable, but the ultimate progno- 
sis remains poor. It is probable that infection 
played the principal role in this attack; the 
story indicates the value of treating urinary in- 
fection vigorously whenever present in poly- 
cystic kidneys. 

Table one shows some interesting %hings 
about these cases. In four cases—(1, 2, 3, 5)— 
the initial symptom complex included symp- 
toms undoubtedly due primarily to the poly- 
cystic disease, and all of these were approxi- 
mately the same age when the symptoms ap- 
peared. In the fifth case (4), that of a young 
boy, the svmptoms were due entirely to the in- 
fection and ureteral obstruction complicating 
the polycystic disease. In case (1) the chills 
and fever resulting from infection occurred 
simultaneously with hematuria and back pain. 
This raises the question of whether the onset 
of a spontaneous infection can precipitate the 
symptoms—perhaps about to assert themselves 
in any case—of polycystic kidney. In cases (2) 
and (5) infection occurred at later stages of 
the disease. Suitable treatment overcame the 
infection for a time in case (2), but it recurred 
spontaneously some months later. The infec- 
tion present in case (4) was completely elim- 
inated by treatment, and has not recurred for 
2.5 years. 

At sometime, however, four of these cases— 
80 per cent—had serious uninary infections 
which increased the illness of the patients and 
the difficulties of the physician, and undoubt- 
edly hastened death in the two fatal cases. 

We hold that valuable lessons can be drawn 
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even from such a small group of cases. Poly- 
cystic kidneys are fairly common; these five 
cases appeared in four years; polycystic kid- 
neys appear before the physician in many dis- 
guises. A pyelogram will usually fix the diag- 
nosis definitely; in one of these cases an in- 
travenous urogram was adequate for diagnosis. 


Little or nothing can be done to influence 
the course of the polycystic disease; it is ob- 
vious from these histories that eliminating in- 
fection and removing obstruction may be im- 
mensely beneficial. These things should be 
done as early as possible. They will probably 
prolong the patient’s life, and at least will al- 
low him to die peacefully of uremia instead of 
stormily of urinary sepsis. 


DISCUSSION 


DR. KETCHERSIDE: I have little to add. The 
cases were very instructive. Diagnosis of polycystic 
kidney is often most difficult. The symptoms of- 
ten reveal nothing definite. Pyelograms are not 
always definite and may be unsatisfactory. Treat- 
ment is unsatisfactory as there is little to be done 
especially if the case is advanced except to al- 
leviate pain. 

DR. BLEDSOE: We have on record the case of 
three boys in one family who have had this 
disease, bearing out the theory that the disease is 
hereditary. The first and second boys in the case 
have died, both about two years after the onset 
of the ailment. The third boy is now 36 years of 
age and still living. He does not know his condi- 
tion and is not aware that he has the disease that 
carried off his brothers. The mother died at 41 
of cancer. The father is living at 83. 

DR. DAVIS in conclusion: There is little to add 
in the limited time. The paper did not go into the 
theory of causation as that is covered in text 
books. We have found diagnosis by pyelogram 
quite reliable. There is a great variation, of course. 
Some of these cases fairly strike you in the face, 
while others do not show what you would expect 
to find. Carcinoma of the kidney may be taken 
for polysystic kidney, but rarely so. Case (2) was 
characteristic of polycystic kidney. 





Age Age Dura.of 
P’nt Sex onset death sympts. 
(1) F 44 49 #£=5 years 


Init. Symptoms 
hematuria, pain, 
chills and fever. 
hypertension, pain 
in back. 
hematuria. 


(2) 52 56 4 years 


(3) 47 1% years 


(4) 


F 
M 
M 


15 4 days frequency, dysuria, 


pain in 1. kidney. 


(5) 46 9 years hematuria. 


Infection 
yes 


Complications 
infection. 


Later Symptoms 
uremia. 


ureteral stricture 
infection. 
none. 


congenital strict- 
ure 1. ureter, hydro- 
ureter, infection. 
infection. 
contracture of vesi- 
cal orifice? 


hematuria, frequency, yes 
dysuria, uremia. 
pain in back, 

frequency, dysuria. 


no 


yes 


pain in back, fever yes 


and chills, uremia. 


TABLE ONE. 





PRESACRAL GANGLIONEC- 
TOM FOR DYSMENORRHOEA 
By A. K. DUNCAN, M. D. 
Douglas, Arizona 


Although my experience with only five cases 
is extremely limited, I have been encouraged 
to choose this subject for two reasons. One was 
a report of a case before this society two years 
ago of a hysterectomy for dysmenorrhoea in a 
young girl, and second, the fact that a report 
was made on only six cases from Mayo’s show- 
ing that this operation has received very lit- 
tle attention in this country; seems strange 
when the results have been so uniformly 
good. Here I would like to quote from Weth- 
erell’: “In this contribution I might well begin 
by paraphrasing the remarks of Dr. Edward 
Archibald, who. before the seventeenth annual 
meeting of the National Tuberculosis Associa- 
tion in 1921 called attention to thoracoplasty 
as an aid to the cure of pulmonary tubercu- 
Josis. He said: ‘America is not generally sup- 
posed to be arriere, in matters surgical, nor is 
she; yet it is somewhat strange that in this 
country the treatment of certain types of pul- 
monary tuberculosis should have remained so 
far behind the standard set for some years 
back, in Europe.’ The substitution of ‘pelvic 
pain’ for ‘pulmonary tuberculosis’ expresses 
what I mean.” 

The term, presacral ganglion is, as you all 
know, a misnomer. Superior hypogastric 
plexus is better, as this collection of nerve fila- 
ments is a plexus and not a true ganglion; and 
in addition the trigone in which this plexus 
lies is at the level of the fourth lumbar verte- 
bra, and the last intervertebral cartilaginous 
disc, and the fifth lumbar vertebra, so even 
the term presacral is inaccurate, although the 
hypogastric nerves may cross the anterior sur- 
face of the sacrum. I believe that these terms 
will soon be dropped, in fact, presacral nerve 
is being substituted for presacral ganglion, but 
I believe that it would be far better to use the 
term superior hypogastric plexus. 

“The female genitalia are supplied by three 
groups of nerves—one, the pelvic sympathetics 
(superior hypogastric plexus of Hovelacque, 
or presacral nerve of Latarget);—two, the 
utero-ovarian nerves, or internal spermatics; 
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—and three, the internal pudendal nerve. The 
first two groups supply the internal genitalia 
and vagina and the internal pudenda nerve 
supplies the external genitalia and perineum.” 
(Cotte’.) The relief of pelvic pain by surgery on 
the sympathetic system was suggested as far 
back as 1899 by M. Jaboulay*. Various opera- 
tions were suggested, mostly of the types of per- 
iarterial sympathectomy of the lower aorta and 
common iliacs and hypogastric arteries. Even 
up to 1925 Tusserand reported relief of pain in 
cancer following a bilateral hypogastric peri- 
arterial sympathectomy, and at the same ses- 
sion of the Surgical Society of Lyons, Leriche 
reported complete denudation of the terminal 
abdominal aorta and upper portions of the iliac 
and hypogastric arteries. I will not deal with 
this type of sympathectomy as it is certainly 
a tedious and far more formidable operation 
than that suggested by Cotte in 1925, which 
first drew attention to the good results that 
may be produced by the far simpler resection 
of the superior hypogastric plexus, although 
he admits that in extensive cancerous involve- 
ment of the pelvis, complete relief of pain may 
only be obtained by a combination of hypo- 
gastric periarterial sympathectomy and resec- 
tion of the presacral nerve. In fact, a prophy- 
lactic resection of the sympathetic nerve may 
be expedient in all operations for removal of 
the cancerous uterus. Ferey has already 
adopted this suggestion. “Among the first to 
utilize resection of the presacral nerve suc- 
cessfully for the relief of pain of inoperable 
cancer were Ferey and Desmarets. More or 
less similar results were obtained by Bernard, 
Theodoresco, Paolucci, Walthard, Cosacescu, 
Guiot, Leriche and others.” (Cotte’) 
ANATOMY 

To those interested, I know of no better 
reference to the surgical anatomy of the pre- 
sacral nerve than can be found in an article 
given that title by Elaut and another by Fona- 
tine and Hermann’. I have taken the liberty of 
attempting to reproduce, schematically, some of 
the variations that he has shown in his illus- 
trations, and the anatomy and operative pro- 
cedure by Adson and Masson. This anatomical 
research by Elaut was undertaken when the 
surgical significance of the presacral nerve 
came into prominence in 1924 when Cotte sug- 
gested performing neurotomy to relieve pain in 
d'seases of the pelvic organs such as essential 
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dysmenorrhea and sclerocystic ovaries. The 
came operation is now performed with success 
in relieving pain associated with cancer of the 
uterus, with cystalgia of diverse origin includ- 
ing cord bladder, with pruritis vulvae, with va- 
ginismis, and with dyspareunia. His paper is 
based on a careful dissection and study of 50 
cases with attention directed chiefly to the 
following points which should be kept in mind 
in performing a Cotte operation: 

1. The anatomy of the nerve and its 
branches, its origin, division, and endings. 

2. Particular position of the nerve in the 
frame of the inter-iliac trigone; its relation to 
the neighboring organs, such as the aorta, 
iliac arteries and veins, the inferior mesen- 
teric arteries and veins, the middle sacral ar- 
tery, the ureters, the sacrum, and peritoneum. 

Origin. On the lateral margin of the ab- 
dominal aorta, (from the origin of the su- 
perior mesenteric artery down to the. origin 
of the inferior mesenteric artery) two nerves 
may be seen. The nerve formations are ar- 
ranged in two parallel bundles with, from 
time to time, an oblique anastomosis running 
across the aorta and reaching its partner on 
the opposite side, the bundles sometimes run 
together on the anterior wall of the aorta for 
about one centimeter, where they again sep- 
arate. To these intermesenteric nerve branch- 
es add the anastomosis coming from the lum- 
bar sympathetic chain. At the level of the or- 
igin of the inferior mesenteric artery, the in- 
termesenteric nerves divide into two distinct 
bundles; the inferior mesenteric plexis run- 
ning along the artery itself, gives off a thin 
arborization of nerves located within the ar- 
terial walls of the mesenteric vascular system; 
the second is the “plexus hypogastricus su- 
perior” of Hovelacque. This plexus still con- 
sists of two main bundles which are par- 
allel at a distance of about one centimeter 
from each other and have a definite ten- 
dency to join so as to make a distinct branch. 
From the bifurcation of the aorta the superior 
hypogastric plexus (presacral nerve or gang- 
lion) shows many variations before it finally 
divides into the two distinct branches, the hy- 
pogastric nerves, which cross the sacral prom- 
entory to finally join the important inferior 
hypogastric plexus and ganglion. Grossly, 
the superior hypogastric plexus parallels the 
middle sacral artery, passing over the left 
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common iliac vein and separated from it by 
soft areola tissue, making it possible for the 
entire plexus with its ramifications to be lift- 
ed intact from its bed on the structures below. 


The important area in this particular sur- 
gery is an easily definable trigone, the sides 
limited by the common iliac arteries, its top 


formed by the bifurcation of the aorta, and its 
base by a line joining the common iliac ar- 
teries at the level of the promentory of the 
sacrum. This area has been called the inter- 
iliac trigone. The base is about seven centi- 
meters across and from the top to the base, 
about six centimeters (roughly 2% and 2% 
inches). In this area lies the entire superior 
hypogastric plexus. The division into the hy- 
pogastric nerves practically always occurs 


above the sacral promentory. The left half of 
this trigone is largely occupied by the left 
common iliac vein whose thin walls may be 
easily injured, especially as the plexus always 
crosses it. Deep in the center lies the middle 
sacral artery with its veins, and it must not be 
mistaken for the nerve. It can be felt by the 





exploring finger and at no time, even when 
under direct observation, can the nerve be 
palpated. The larger nerves and greatest part 
of the plexus are apt to be found in the left 
half of the trigone. The entire trigone is cov- 
ered by peritoneum, the plexus lying between 
the peritoneum in front, and the blood vessels 
and lumbar vertebra behind. The nerves do 
not adhere to the peritoneum, which can be 
lifted from them with forceps. The right 
ureter is adherent to the peritoneum at this 
level, a point to be remembered. Occasional- 
ly a vein will be found crossing the trigone 
from one side to the other joining the two 
common iliac veins. The inferior mesenteric 
artery, especially branches to the sigmoid and 
upper rectum, may be in direct contact with 
the plexus. In case of a long mesocolon. at- 
tached further to the right than usual, the tri- 
gone instead of appearing directly under the 
peritoneum will be buried under the attach- 
ment of the mesocolon with its important 
blood supply, requiring it to be freed on the 
right side and pushed to the left to expose the 
plexus, or the operation abandoned. It is in 
such cases that care must be taken not to in- 
jure the right ureter. This condition was 
found in 14 per cent of 50 dissections, and in 
eight per cent direct exposure of the plexus 
would have been practically impossible. Ex- 
ceptionally a true nerve may be found, occa- 
sionally parallel nerves, but mostly, a true 
plexus formation, the individual variations 
being marked; but whatever form the nerve 
fibres assume in the interiliac trigone, the en- 
tire structure resembles an elongated triangu- 
lar ribbon or is roughly shaped like the foot 
of a goose, being composed of a fairly fibrous 
structure with interwoven nerve branches. 
This triangular mass receives many secondary 
nerve branches from other sources such as 
the inferior mesenteric plexus which lies 
within the mesocolon and from the left gang- 
l'on of the lumbar chain. In one case, an an- 
omaly—the presacral nerve was not in the in- 
teriliac trigone at all, but had detoured high 
up into a long floating mesocolon where it di- 
vided into the hypogastric nerves and then 
descended into the pelvic cavity. 
OPERATION 

Midline incision, I find gives better ac- 
cess if carried a little above the umbillicus. 
Exploration in the Trendelenburg position, the 
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bowels held well up in the abdomen with a 
pack. Particular attention is given to the pel- 
v's where any gynecological pathology found 
should be corrected. The bifurcation of the 
arota and common iliacs is now identified and 
in thin individuals without fat under the pos- 
terior peritoneum the plexus may be seen. 
The peritoneum lying over the interiliac tri- 
gone is now grasped with forceps and readily 


lifted from the structures below, as it is not 
adherent, and incised for a distance of about 
six to eight centimeters (2% to three inches) 
starting just above the aortic bifurcation, and 
with blunt dissection (a small piece of gauze 
on a frocep serves well) the trigone is well 
exposed. In most cases the plexus is now 
readily seen, its type and extent ascertained. 
The upper end of the plexus about the level 
of the aortic bifurcation with its fibrous sup- 


port or scaffold, is now lifted with a suitable 
instrument. It may be grasped with a forcep 
(care being taken not to injure the arteries 
or the left common iliac vein), or a hook in- 
troduced behind it from one side to the other, 
and the plexus then lifted. I use a hook for 
this purpose because when I raise the plexus 
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it sometimes brings into view branches that 
were not included over the hook and with a 
second hook I can lift them on to the first un- 
til I feel sure that I have secured them all. 
Then the mass can be held in a forcep and di- 
vided across the top. The blunt dissection is 
now carried downward, care being taken to 
remember that the plexus widens with the 
trigone and that the lateral branches must be 
included, because failure to do a complete re. 
section for a sufficient distance may result in 
failure to give relief. With the dissection 
complete and all branches included, an inch 
or more of this mass including the plexus is 
resected. Examination showing all bleeding 
controlled, the peritoneum is closed with 00 
plain catgut and the abdomen closed in the 
usual manner. 

As I have done but five of these resections, 
I am not going to report these cases in detail 
until I have a longer series, but will give the 
impression that I have ‘received from this 
small number. 

1. That I was lucky not to run into any in- 
operable cases in my first few, such as find- 
ing the base of the mesocolon covering the in- 
teriliac trigone. 

2. That anyone who has the right to claim 
that he is an abdominal surgeon may master 
the technique of this operation if he cares to 
make a study of it. 

3. The results in my small series are ex- 
cellent, so far, and accord with the reports of 
others. All cases have had the painless flow 
simulating menstruation within 48 to 72 hours 
after operation, the regular period occurring 
later at the regular time. Catheterization is 
probably more frequent than following other 
gynecological operations. 

4. As stated above, I have not yet encoun- 
tered one difficulty named, and that is the 
overlying mesocolon, but I did encounter a 
very troublesome venous oozing in one case 
which was annoying, as has been reported be- 
fore, but it did not prevent a satisfactory com- 
pletion of the operation. One of my earlier 
cases on a young, very fat girl (evidently an 
endocrine gland disturbance which failed to 
respond to attempted gland therapy) proved 
troublesome, as with the large mass of fat 
above and surrounding the plexus, I found it 
difficult to be sure that I had resected all of 
the nerve branches, but the final result indi- 
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cates that I probably did. They were the only 
difficulties encountered so far. 

5. All cases so far have shown gross chang- 
es of the ovaries, sclerotic or sclerocystic, if 
no other pathology, and I believe from per- 
sonal experience in many gynecological cases 
that this finding is frequent. I naturally have 
not had an opportunity to observe, nor have 
I seen any reports of observations—either 
post mortem or at subsequent operation—on 
the condition of the ovaries following resec- 
tion of the presacral nerve. We know that the 
pain is relieved, but I do not know whether 
these ovaries tend to return to normal or not. 
I am inclined to believe that they do, or at 
least improve, because my cases and all re- 
ports show. that, regardless of the type of ir- 
regularity the menstrual periods tend to re- 
turn to normal. 

This brings up an interesting question. 
Cotte and others believe that often the pri- 
mary condition is a dysfunction in the sympa- 
thetic nervous system, and the endocrine 
gland changes being secondary. (See Crile’s 
ideas on changes in other endocrine glands 
that he attributes to sympathetic dysfunction 
and cures by resection of the sympathetics). 
We need more reports on this subject. Should 
this prove true, it would greatly increase the 
indication, or broaden the scope for selecting 
this operative procedure. Indications for sym- 
pathetic resection in dysmenorrhea (the time 
is too short to go into others) have been fairly 
strictly limited, and my few cases will show 
that I have not applied this operation indis- 
criminately. 

INDICATIONS 

Severe disabling pain at the menstrual 
period, which has existed over a period of 
time, often associated with pain of a neuralgic 
type in the pelvis and back between periods. 
If no adequate explanation for this pain can 
be found on physical examination, and it has 
resisted all the usual methods of treatment, a 
good indication for a sympathetic resection 
exists if you wish to give permanent relief in 
this type of case. Some cases have had pre- 
vious surgery without relief, such as dilata- 
tion and curettage, and laparotomies for sus- 
pensions, resections of ovaries, etc. It is not 
indicated where, at exploration, definite path- 
ology is met which adequately accounts for 
the pain. As previously mentioned, I believe 
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careful examination will show a high percent- 
age of these cases showing a sclerotic change 
in the ovaries and I think that these ovaries 
should not be removed as their function seems 
to become more normal after the sympathetic 
resection, and I suspect that anatomical im- 
provement also takes place. Cysts of the ovar- 
ies should be resected, disturbing the ovarian 
structure as little as possible. 

The relief experienced by these patienis 
has been so gratifying that I am now inclin- 
ed to believe that I could advocate sympathec- 
tomy somewhat sooner than I have done up to 
now, although in every case an adequate trial 
of other methods at our command must have 
proved failures first. Many an abdomen ha; 
been opened to remove an appendix which 
caused the patient far less trouble than the 
severe dysmenorrheas which do not yield to 
the usual treatments, and surgery that can be 
counted on to relieve this condition is fully 
justified, as the patients will assure you. My 
experience in five cases is over a period of 
about three years, the last case in November, 
1934. 

SUMMARY 

Surgery of the pelvic sympathetic nerves is 
well established, and resection of the presa- 
cral nerve (or ganglion) for intractable dys- 
menorrhea has proved to be a safe and satis- 
factory method for the immediate and lasting 
relief of this periodically disabling condition. 

This operation, which can be perform- 
ed by any competent abdominal surgeon, has 
not received the recognition in this country 
that it merits, resulting in unsatisfactory tem- 
porizing methods of treatment in intractable 
dysmenorrhea, or unnecessary hysterectomy, 
or the use of radium or’x-ray, which are dis- 
tinctly contraindicated in the young as a cure 
for this condition. The resection of the su- 
perior hypogastric plexus is safe and is not 
followed by any serious complications, and in 
no way interferes with conception, gestation, 
or delivery. 

CONCLUSIONS 

Resection of the presacral nerve should be 
performed more frequently in this country on 
cases having the necessary indications. All 
cases should be reported where opportunity 
arises to observe at post mortem or subse- 
quent operation, the condition of the ovaries 
subsequent to operation on the pelvis sympa- 
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thetics and comparison made with that found 
at the time the sympathectomy was done, as 
it is important to know whether sclerotic or 
sclerocystic ovaries improve following this op- 
eration. 
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PREHISTORIC SYPHILITIC 


LESIONS 
(An Example from North America) 


HENRI STEARNS DENNINGER, M.D. 
Glendale, Ariz. 


The probability of the existence of syphilis 
in prehistoric times has been a fertile source 
of contention among scientists for generations. 
The recent researches of the paelopathologist, 
however, have recovered many specimens 
showing pathologic bone lesions which can be 
considered only as luetic when carefully com- 
pared with clinical material in which the diag- 
nosis of syphilis is established. 

Comparative work in this field has recent- 
ly been undertaken by several investigators, 
the most important being that of H. U. Wil- 
liams.* He has comprehensively surveyed the 
problems of prehistoric syphilis, considered 
the significant historical events and the com- 
plex archaeological problems ,and established 
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criteria for the diagnosis, comparison and dif- 
ferentiation of bone lesions. 

The University of Chicago- Archeological 
Survey, while excavating a mound in Fulton 
County, near Lewistown, Illinois, in 1931, re- 
covered portions of a skeleton with interest- 
ing lesions. The specimen, F. 12-14, is an in- 
complete burial, represented ‘by the tibias, 
fibulas, all the small bones of both feet, and 
the distal epiphyses of the femurs. These 
bones had retained their normal relationship 
and showed no evidence of disturbance. They 


Fig. I. Tibias and fibulas of F 12-14, showing 
the symmetrical bilateral involvement in distal 
third of shafts. Note depressed ulcer-like areas 
near lower ends of fibulas. 


may have been a portion of a bundle burial. 
These bones belong to the early period of the 
mound formation and, are considered prehis- 
toric in the sense that they are undoubtedly 
pre-Columbian.’ 

The individual represented was between 14 
and 18 years of age’, sex indeterminate. The 
pathologic details of these bones, indicative of 
syphilis, are as follows: 

Grossly the tibias have puffy, nodular swell- 
ings below the middle of the shafts. The sur- 
faces of the swellings are vertically striated 
and finely porotic, except on the posterior sur- 
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faces where the enlargement is not so evident. 
The fibulas have symmetrical fusiform en- 


Longitudinal section of right tibia, il- 
lustrating clearly the periosteal new bone depos- 
its, the junction between this and the original 
shaft, or the “border stripe.” 


Fig. IT. 


Fig. II. Roentgenogram of bones shown in Fig. 
I. with features similar to those described macro- 
scopically. The increased density in the involved 
regions is apparent. 
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largements, involving the distal third of the 
shafts, which have destroyed the characteris- 
tic shape and markings of the bones in this 
region. The surfaces are similar in appear- 
ance to those of the tibias. In the lower por- 
tions of these enlargements are oval, shallow, 
ulcer-like, areas of porotic bone, probably 
representing regions of increased vascularity. 
(Fig. I.) 

In longitudinal section the nodular swell- 
ings of the right tibia appear as more or less 
regular deposits of dense, ivory-like bone. 
This new bone, having originated from the 
periosteum, is deposited on the outer surface 
of the original shaft. At the junction between 
the old and new bone is a line of demarcation 
known as the “border stripe.” (Fig. II) The 
marrow cavity is narrowed in the region of 
the obviously involved parts, indicating more 
than a superficial reaction. 

The roentgenograms of the bones show, lo- 
calized periosteal nodes, the increased density 
in these regions and, the narrowing of the 
marrow cavity,” corresponding with the mac- 
roscopic observations. The reproductions of 
the roentgenograms do not show the border 


stripes as clearly as do the original plates. Dr. 
H. U. Williams has kindly examined the 
roentgenograms, and in a personal communi- 


cation states: “the fibulas and tibias . . . show 
a thickening from new growth of bone orig- 
inating in the periosteum. The new growth 
may extend into the interior of the shaft to a 
slight extent. This is entirely consistent with 
syphilis. The involvement on both sides ia- 
vors syphilis . . . and I should diagnose it as 
syphilis in all reasonable probability.” 
Summary: I describe pathologic features in 
the bones of a prehistoric North American 
Indian, the significant details of which are: 


1. Symmetrical bilateral involvement, of 
both tibias and fibulas, by nodular swellings. 
2. Involvement is mainly in the lower third 


of the shaft. 


3. Periosteal new growth of bone in these 


regions is indicated by (a) fusiform swelling 
and (b) presence of “border-stripe.” 

4. Narrowing of the marrow cavity by 
bone growth reaction. 

5. Roentgenographic evidence substantiat- 
ing the above observations, with increased 
density in the regions affected. 
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With this combination of criteria I believe 
I am justified in making a diagnosis of ado- 
lescent luetic periostitis. 
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CALCIUM IN THERAPEUTICS 


E. C. HOULE, M.D. 
Nogales, Ariz. 


(Read before the Santa Cruz County Medical 
Society, April 15, 1935.) 


During the last 25 years blood chemistry 
has pointed to vital principles of life, and cal- 
cium deficiency has been noted in a large 
number of pathological conditions, many of 
which have been beneficially changed by 
making up the deficiency. I have surveyed 
the literature and herewith report my find- 
ings and my experience in the use of calcium. 

The normal calcium content of the whole 
blood is about 0.5 gram of calcium. About 
seven mg. are found per 100 cc. Even slight 
variations from this may be harmful; excess 
leads to hypercalcemia, a rare condition little 
understood; a deficiency of 10 per cent causes 
serious disease. 

Sherman called attention to calcium defi- 
ciency of the average American dietary. Min- 
imum daily requirements call for 0.5 gram 
while the optimum allowance should be one 
gram. This cannot be supplied from the ordi- 
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nary mixed meal; special articles such as 
milk, cheese, etc., are required. Sherman’s 
experiments on rats showed a 10 per cent 
higher vitality and longevity by the influence 
of increased calcium in the diet. 

A large supply of calcium is present in the 
bones and this store can be drawn on for a 
considerable period. It is, however, entirely 
possible that the calcium depletion of the 
bones in old age, which is considered a nor- 
mal manifestation, may be but the result of a 
prolonged insufficiency in calcium intake. 

Calcium is absorbed from the small intes- 
tine. Solubility jis essential for absorption. 
Insoluble calcium salts form in an alkaline 
medium and aie not absorbable; measures 
that promote intra-intestinal acidity favor ab- 
sorption. The long-lived Bulgarians of Metch- 
nikoff fame, who lived on a diet largely com- 
posed of sour cabbage and sour milk, may have 
owed their unusual vitality to optimum cal- 
cium and optimum acidity. Lactose in the diet 
increases the absorption of both calcium and 
phosphorous due to the increase of lactic acid. 
Vitamin D also increases absorption, probably 
by a phase of calcium metabolism. Adequate 
parathyroid function is necessary. Factors in- 
terfering with absorption of calcium include: 
Alkalies—by forming insoluble calcium salts; 
excessive fats—fatty acid combinations form- 
ing insoluble soaps; phosphorus in excess form- 
ing tertiary calcium phosphate; oxalic acid 
(from leafy vegetables) forming insoluble cal- 
cium oxalate; and maltose, starch and the ce- 
reals, including bread which decrease the ab- 
sorption of calcium and hinder the calcification 
of bone. 

Calcium taken with meals is hindered from 
absorption as the intestinal acidity is then at 
its lowest. For best results calcium should be 
given in the interdigestive periods. 

The optimal quantity of absorbable calcium 
may be obtained from 25 pounds of cheese or 
one quart of milk. The calcium of cow’s milk 
is not always available because a considerable 
portion may be shut up in the insoluble curd. 
Lactose favors its utilization. 

To favor assimilation of calcium of milk, 
high vitamin is necessary—30 drops of vios- 
terol and six to eight ounces of orange or to- 
mato juice. If calcium salts are substituted for 
milk or cheese, cod-liver oil or its concentrate 
is necessary to supply vitamin A. 
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Bread, other starches, butter and oil should 
be omitted to make conditions favorable for 
absorption. 

Calcium in the formation and maintenance 
of normal teeth and bones has long been recog- 
nized. Sunlight, vitamins, cod-liver oil and 
viosterol are beneficial in the maintenance of 
calcium equilibrium. Rickets has lost its ter- 
ror since the advent of viosterol. Viosterol is 
routinely used in pregnancy. 

Bauer, Sauter and Aub, in their study of cal- 
cium and phosphorus metabolism as related to 
lead poisoning, state: “The results obtained 
from intravenous use of calcium chlotide in 
individuals suffering from lead colic were most 
dramatic. There was almost immediate cessa- 
tion of pain; frequently before the injection 
was completed. Such prompt relief made it 
seem highly improbable that the beneficial ef- 
fects of .calcium chloride were due to fixation 
of lead and calcium in the bones. Was not this 
immediate relief due rather to an antispas-- 
modic effect of calcium chloride? 


“In order to elucidate further its mode of ac- 
tion, it was administered in other types of col- 
ic than that produced by lead, such as ureteral 


and biliary colic associated with stones. The 
results were startling even in some cases where 
morphine had had no effect.” 


Their conclusions were as follows: “The very 
slow intravenous administration of 20 cc. of a 
sterile solution of five per cent calcium chloride 
promptly relieves the severe pain of colic caus- 
ed by, lead, or uretral, or biliary stone. The 
relief afforded by such therapy is more rapid 
and more constant than that by other forms of 
treatment we have employed.” 

Calcium in the form of tricalcium carbonate 
seems to have definite superiority over sodium 
bicarbonate in the treatment of peptic ulcer as 
it is inert except in the presence of acid and 
does not stimulate acid production nor produce 
alkalosis. 


Good results have been obtained from cal- 
cium lactate by mouth in the treatment of neu- 
ralgia, neuritis, chronic rheumatism and head- 
ache. Peritz describes the use of parathyroid 
hormone with large doses of calcium as pro- 
ducing relief from neuralgia in a strikingly 
short time. Behan employed calcium for the 
relief of pain in cancer patients with wonder- 
ful results except in bone metastases. He gave 





206 


two grams or more t.i.d. and was able to dis- 
pense with narcotics. 

Calcium has a real value in certain condi- 
tions of hemorrhage. It is extensively used pre- 
operatively to speed up blood clotting. Hubrich 
cites a case of post-operative embolic hemor- 
rhagic infarction of the lung in which timely 
intravenous and intra-muscular injection of 
calcium gluconate were life saving. He advises 
the use of calcium gluconate as a hemostatic, 
especially in nervous patients with severe hem- 
orrhage and threatening collapse. 

I have had success with calcium chloride, 
before the days of gluconate, in various forms 
of severe hemorrhage including pulmonary, 
gastric and others.. Fifteen years ago I had a 
spectacular demonstration of the effect of cal- 
cium chloride in hemorrhage. A shop employee 
suffered a cut over the temple, injuring a 
branch of the temporal artery without sever- 
ing it. As the edge of the cut fell naturally in- 
to good position, no suturing was done; that 
night the artery developed a small aneurysm 
which ruptured, and béfore discovery, produc- 
ed a severe hemorrhage. I injected calcium 
chloride—five cc. of a 10 per cent solution; the 
bleeding stopped in four minutes. Five days 
later the aneurysm again ruptured with free 
bleeding and again promptly responded to cal- 
cium injection. 

I have had more success with calcium than 
with theobromine, ammonium chloride, no- 
vasurol or any other medicine except salyrgan 
in anasarca, ascites and edema. One year and 
a half ago I had a patient with an enormous 
ascites, of obscure origin, possibly luetic, who 
responded within a month to oral doses of cal- 
cium gluconate. 

O’Donnell and Levin report the case of a 
child who was given a total of 155 cc. of 10 per 
cent solution of gluconate in three weeks with 
a loss in edema of 29 pounds and 11 ounces, 
or at the rate of 0.5 gram per pound of fluid. 

A writer says inflammation occurs only in 
the presence of sodium, and that calcium re- 
places sodium and water, stopping inflamma- 
tion. 

Post-operative tetany and parathyroprival 
tetany are both influenced by calcium and 
phosphorus intake as shown in parathyroidec- 
tomized rats. Post-operative tetany can be con- 
trolled by calcium in large doses, with lactose, 
without the addition of parathyroid extract. 
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In spasmophilic tetany, Abr says that in con- 
vulsions of the new born the diagnosis of cere- 
bral hemorrhage is more frequently made than 
is warranted as shown by autopsies. A thera- 
peutic test of giving calcium is indicated in all 
cases. McGavran reports a severe case suc- 
cessfully treated by dosage of 0.5 gram of cal- 
cium chloride every hour, with less frequent 
doses of viosterol and phenobarbital. Peter- 
man, for convulsions in infants, recommends 
intravenous and intramuscular injections of 
calcium gluconate followed by viosterol in large 
doses, and phenobarbital by mouth or rectum. 

Maternal, idiopathic, infantile or thyroprivic, 
tetany including pseudothymus enlargement, 
call for combined treatment with parathyroid, 
viosterol and calcium. 

Dysmenorrhea is benefited by calcium glu- 
conate by mouth four grams daily for 10 to 14 
days before and for first two days of period. 
Add viosterol if desired. 


Migraine is sometimes associated with low 
serum calcium and in any case the calcium 
therapeutic test may be beneficial. 


I have had two cases of persistent urticaria 
in which causative factors could not be de- 
fined and which improved notably under para- 
thyroid and calcium. 

In eclampsia, Anderson of London, reporis 
that 82 per cent of his cases of eclampsia show- 
ed subnormal serum calcium. This suggests the 
possible beneficial use of intravenous calcium 
in such cases. 

Polyneuritis in pregnancy, as interpreted by 
tingling, numbness, cramps of legs and hands, 
insomnia, stiffness of hips, general malaise and 
nervousness can be promptly controlled by cal- 
cium. 

Toxicity and albuminuria in pregnancy is 
benefited, according to Mutch, by salicylates 
and calcium in the form of calcium aspirin 
made by a new method. I have treated acute 
orchitis, epididymitis, salpingitis and prostatitis 
for the last 10 years by intravenous injection of 
calcium chloride or gluconate. I use no other 
medication. Improvement begins at once and 
is usually complete by the 5th day. It is less 
effective in gonorrheal arthritis, cystitis, ure- 
thritis or acute membranous infection. 

Calcium thyocyanate is being used in hyper- 
tension, both essential and sclerotic. Its use is 
suggested for climacteric hypertension and for 
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all forms of sclerotic disturbances of the vas- 
cular system. 

Calcium with vitamin D has been recom- 
mended by many observers in pulmonary tu- 
berculosis, bone tuberculosis and even for bone 
repair after traumatism. For the diarrhea of 
tuberculous: enteritis calcium is mentioned in 
nearly all textbooks. 

Walker of England states that calcium defi- 
ciency is frequently the cause of progressive 
myopia in the growing child and claims favor- 
able results from calcium therapy in this dis- 
tressing condition. 

Lowenthal reports 500 cases of tropical ulcer, 
a majority of which showed rapid healing on 
daily injections of calcium chloride. He con- 
siders tropical ulcer a deficiency disease and 
a great cause of death and disability among 
Africans. This suggests its use in other forms 
of indolent ulcer as possible deficiency diseas- 
es. 

Calcium is recommended for certain forms 
of aene and other skin affections. It counteracts 
arsphenamine skin reactions and other ars- 
phenamine accidents. Lacking sodium thiosul- 
phate it should be used in arsenic, lead and 
mercury poisoning. 

According to Stewart the active principle in 
the successful Maggot treatment of osteomye- 
litis is calcium carbonate, extruded from bod- 
ies of maggots. A similar active principle is 
liberated in deep tissue by the action of picric 
acid. 

Rheumatic disorders are frequently benefit- 
ed by calcium. The first few injections may 
cause exacerbations, but may be effective in 19 
to 25 days. 

Calcium combined with methenamine by 
mouth, or injection in gastritis is effective. 
Methenamine alone may cause kidney and oth- 
er complications which are prevented by cal- 
cium, 

The new product, calcium-aspirin, is claim- 
ed by Mutch to be beneficial in chorea—seda- 
tive and anti-rheumatic. 

Chiray uses calcium 10 per cent solution, 
five to 10 cc. daily or every other day, for 10 
to 15 treatments with or without parathyroid 
extract. It increases biliary calcium and reduc- 
es or banishes pain. He uses it as a basal treat- 
ment or preparatory to operation. 

Calcium deficiency is noted in the blood se- 
rum in pneumonia and replenishment by one 
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means or another may be beneficial. 

In conclusion I wish to declare that while 
calcium cannot claim specificity for any of 
these conditions for which it has been recom- 
mended, it is always desirable to bear in mind 
the importance of normal standard amounts in 
the blood serum. 





ARTIFICIAL PNEUMOTHORAX 
IN THE TREATMENT OF 
PNEUMONIA 


J. C. RIGGINS, M. D. 
(Thomas-Davis Clinic) 
Tucson, Ariz. 


The causative organisms in this series of six 
cases were pneumococci. All had pneumotho- 
rax treatments; all recovered. I also present a 
review of the literature. 

Recent authors agree with the work of Cor- 
yl'os and Brenbaum’* that the lesion begins 
with plugging of a bronchus, producing atelec- 
tasis followed by cellulitis; manometric read- 
ings, physical findings and x-rays substantiate 
this belief. 

Artificial pneumothorax as a treatment in 
lobar pneumonia was first introduced by Freid- 
mann’, a German clinician, who reported fa- 
vorable results on a series of seven cases. The 
same year David’ reported six cases favorably 
treated in the same manner. 

Ibrahim and Duken*, Duken’, Jahr and New- 
mann* and Klotz’ reported 17 cases of pneumo- 
nia in children treated with only three deaths. 

In 1932 Coghlan‘ reported six cases of lobar 
pneumonia in which artificial pneumothorax 
therapy was used with five recoveries and one 
death. The one fatality was due to an error in 
the amount of air injected, a large amount 
having been given. 


Anderson’ reported three cases with favor- 
able results. Li” reported six cases, with only 
one death. Guadarrama” reported one case un- 
successfully treated. Perlroth and Topercer” 
reported seven cases treated, with one death 
and six recoveries. ; 

Isaacs” at Cook County Hospital reported 
seven cases treated by the pneumothorax meth- 
od with four recoveries and three deaths. The 
three deaths occurred in patients in which 
pneumothorax was instituted on the third to 
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fifth days of the disease. This, Isaacs believes, 
is a very significant fact inasmuch as the four 
recoveries were given pneumothorax during 
the first or second day of the disease. 

Lieberman and Leopold” recently reviewed 
the literature showing 50 cases of lobar pneu- 
monia treated by artificial pneumothorax, with 
three deaths. Behrend and Cowper” have re- 
ported 11 cases treated similarly, with two 
deaths. One death was due to meningitis and 
the other was due to septicemia’ which had no 
direct relation to the artificial pneumothorax. 

Moorman” recently reported eight cases of 
lobar pneumonia treated by pneumothorax, 
with one death which he believes to be due to 
an old nephritic condition. 

Holmes and Randolph” recently published 
their striking results in 18 similarly treated 
cases. They consider this an excellent method 
of treatment. 

There are certain prerequisites before insti- 
tution of artificial pneumothorax. First is care- 
ful history—the exclusion of foreign body, ab- 
scess, tuberculosis and carcinoma, and careful 
physical examination, x-ray of chest, sputum 
examination, blood count and culture. 

Indications and Advantages: (1) It is the 
opinion of those who have used artificial pneu- 
mothorax treatment that the condition must be 
unilateral lobar pneumonia. No doubt that in 
the near future it will be used in bronchial 
pnoumonia and in bilateral cases just as we 
are using it today in the treatment of bilateral 
pulmonary tuberculosis. 

(2) To obtain the best results, the treat- 
ment should be given early, preferably the first 
or second day of the disease; our shortest time 
after pneumonia began was two days; our long- 
est was four days. 

(3) The treatment has demonstrated its 
value in relieving pain. In the following cases 
to be shown, 100 per cent had severe pain in 
the affected side, which was promptly relieved 
by the first injection of air and no opiates were 
necessary thereafter. Breathing was much 
easier and deeper. The patients cyanosis dis- 
appeared, and more complete oxygenation took 
place due to greater respiratory amplitude in 
both lungs. 

(4) There is no doubt decreased absorp- 
tion of toxins from the diseased lung into the 
blood stream and probably an increased toxin 
transport to the draining lymph nodes. 
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Gardner” and Warnecke” and others have 
pointed out that the diminished absorption of 
toxins due to lymphatic stasis produced by 
artificial pneumothorax has been beneficial in 
pulmonary tuberculosis. Is it not possible that 
the same anatomical change takes place in lo- 
bar and bronchial pneumonia with correspond- 
ing clinical result? If that is true, and I believe 
it is, the great significance of this fact must not 
be overlooked when we are reminded that a 
great percentage of deaths from pneumonia are 
due to rapid absorption of toxins. Dock and 
Harrison” and others, have found in their ex- 
perimental work that, within a few hours after 
the initial artificial pneumothorax is given, 52 
to 58 per cent of the total blood flow passes 
through the collapsed lung but that within 72 
hours this decreases to nine to 18 per cent. 

(5) I believe with Moorman, Coryllos and 
Holmes and Randolph, that atelectasis associ- 
ated with pneumonia constitutes a definite in- 
dication for artificial pneumothorax. Atelecta- 
sis gives rise to intrathoracic distress due to 
shifting of the mediastinal structures and 
marked displacement of great vessels, trachea 
and heart towards the affected side. Since the 
shifting of the mediastinal structures is due to 
ihe increased negative intra-thoracic pressure, 
the introduction of artificial pneumothorax 
gives immediate relief. Griffith”, Thoenes”, 
Wallgren*, Wu”, Terrell”, Robertson and Cog- 
geshall, Lieberman and Leopold“ have shown 
by their studies that atelectasis in pneumonia 
is not uncommon. 

(6) Pneumothorax in pneumonia hastens 
crisis, thereby shortening the period of toxicity 
and preventing damage to the heart, kidney, 
liver and other vital organs. 

(7) Artificial pneumothorax has been used 
to advantage in pneumonia in chronic asthmat- 
ies, as in case number six, where sera may be 
contraindicated and dangerous. 

It must be remembered that the introduction 
of air into the pleural space is not without dan- 
ger—spontaneous collapse may occur due to 
the rupture of the lung by pleural adhesion or 
by the operator’s needle; air may enter the 
pleural space through a valve-like opening in 
the visceral pleura and not be able to escape. 
An accident like this must be watched most 
carefully. The pneumothorax apparatus must 
be at hand to remove air collecting in this man- 
ner. Pleural shock and air embolism are rare 
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occurrences—yet should be remembered. 

Empyema may develop from extension of 
the disease into the pleural space or to poor 
technique and the puncture or rupture of the 
diseased lung. Therefore, I believe the utmost 
precaution must be used for one is subjecting 
his patient to a potentially dangerous proce- 
dure. 

The site for the introduction of artificial 
pneumothorax should be not over the infil- 
trated and diseased area, thereby lessening the 
danger of empyema to the patient. 

Manometric readings are taken and 200-300 
cc. of air given slowly and pressure recorded 
after each 5 cc., particularly during the initial 
inflation. Daily instillation of 300 cc. of air 
should be given, unless contraindicated by the 
manometric readings, until the fever returns 
to normal. 

There is no inflexible rule in regard to the 
amount of air to be given. Experience with 
pneumothorax in other conditions, leads me to 
believe that the closing pressure should be neg- 
ative and the amount should not exceed 300 to 
400 cc. Realizing that the rate of absorption 
in virgin pleurae is usually high as compared 
to that of pleurae which have been subjected 
to many refills, and the desirability of main- 
taining a fair degree of collapse, all indicate 
that the interval between fillings should not 
exceed 18 to 24 hours. Serial x-rays are most 
helpful in watching the progress of collapse and 
in detecting fluid. 

CASE REPORTS 

Case (1), 42, male, four days before admission, 
developed cough and sore throat; was placed in 
bed; on fourth day came under our care; ill with 
severe pain in side. 

Moderate cyanosis and dyspnoea; teeth in poor 
hygienic condition; throat markedly inflamed; 
chest expansion limited, breathing difficult; reso- 
nance impaired from apex to third rib anteriorly 
and from apex to fifth, mid-axillary line and to 
the sixth posteriorly; breath sounds distant; occa- 
sional fine rale heard; heart rate 110, regular; 
leukocytes 14,000; sputum had numerous pneumo- 
cocci; second day 250 cc. of air instilled with in- 
stant relief of pain; drop in temperature from 104” 
to 102.2; the next day, the temperature went up to 
104° again; 250 cc. of air given; fever fell from 
103.4 to normal and rose again the third day to 
102.8; 300 cc. of air given; temperature returned to 
normal; recovered without complications; returned 
to work 35 days after the beginning of his illness. 

Case (2), male, age 31, began feeling feverish; 
head ached; throat sore; cough dry and irritating: 
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pneumonia; temperature 106; pulse 140; breathing 
painful; right base beginning consolidation, bron- 
chial breath sounds, and many medium rales; leuk- 
ocytes 18,200; sputum had many type one pneu- 
mococci; x-ray showed consolidation of right low- 
er lobe; pneumothorax; relief of pain and fall of 
temperature from 106 to 103.6; temperature rose to 
105.4 and the following day 500 cc. air given with 
a drop to 102.6; again the fever rose to 104.4 and 
400 cc. air given; definite crisis passed and fever 
dropped to 98; patient convalesced without com- 
plications. 

Case (3), age 53, had had a chronic upper resl 
piratory infection for several months with rather 
frequent colds; pleurisy 18 months ago and in san- 
atorium 10 months with suspected tuberculosis; 
silicosis right upper lobe; cholecystectomy 15 years 
ago; recent nocturia; had acute upper respiratory 
infection for two weeks with anorexia, sore throat 
and dry cough; apparently very sick; cough fre- 
quent; face’ flushed; pulse 95; temperature 100; 
tongue coated; right chest expansion, limited, 
breathing painful, resonance impaired from lst to 
3rd intercostal space anteriorly, slightly from 6th 
to base of lung with absence of breath sounds pos- 
teriorly; heart rapid; severe pain in right upper 
quadrant; erythrocytes 4,300,000, hemoglobin 85 
per cent; leukocytes 16,000, polys 49 per cent; sed- 
imentation rate 160 mm. in one hour; urine, trace 
of albumin and few granular casts; pneumothorax 
instilled with marked relief; symptoms subsided 
and convalescence was uninterrupted. 

Case (4), age 52, white male, upper respiratory 
infection; fever one day before admission; very ill 
with severe pain; right lung expansion limited in 
upper third; dullness from apex to 2nd rib anterior- 
ly and from apex to 5th spine posteriorly; breath 
sounds harsh; few fine rales; sputum has many 
pneumococci; leukocytes 16,000; urine had an occa- 
sional cast and trace of albumin; pneumothorax 
fourth day; remarkable relief of pain and drop in 
temperature; next day temperature rose to 101.6; 
300 cc. air given; rapid fall in temperature; follow- 
ing day 300 cc. air given; temperature falling from 
101.6 to normal; no pain after first pneumothorax; 
began eating and gained weight rapidly. 

Case (5), male, age 35, came to office with head- 
ache, dry cough and pain in right chest; tempera- 
ture 100, pulse 96, respiration 26 and painful; physi- 
cal findings negative except inflamed throat; leuko- 
cytes 12,000; x-ray showed small lesion in the hilus 
of right lung; patient sent to hospital and in two 
days developed full blown broncho-pneumonia; fe- 
ver 103.6 with pain in chest; 300 cc. of air given 
second day with prompt relief of pain; rusty sputum 
had type one pneumococci; each of two following 
days had 300 cc. air given; third day temperature 
dropped from 104.6 to 97.6; prompt recovery. 

Case (6), male, age 65, began April 7th with cold; 
April 14th pain in right side and spitting bloody 
material; an acute attack of asthma; sent to hos- 
pital April 14; physical examination negative ex- 
cept asthma; moderate cyanosis; labored and pain- 


sent to hospital; two days later diagnosis lobar ful breathing; pulse 110; temperature 104.6; res- 
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piration 38; right chest limited expansion; impaired 
resonance from apex to the 3rd rib anteriorly and 
from the apex to the 5th spine posteriorly; absence 
of breath sounds in extreme apex; bronchial breath 
sounds just below 1st rib to 3rd rib, with many fine 
rales anteriorly and posteriorly; occasional coarse 
rale in left; heart normal; extremities cyanotic; 
leukocytes 17,400; hemoglobin 98 per cent; urine 
albumin one plus; granular casts 18-20; hyaline 
casts 2-4 (L.P.F.); pus cells 6-8 (H.P.F.); 300 cc. 
air; marked relief of pain; temperature, from 
104.6—99 to 100—95; breathing easier; cyanosis 
disappeared; following day fever rose again; 300 cc. 
air given; temperature returned to normal and re- 
mained there. This patient demonstrates that age 
is no contraindication to pneumothorax and that 
patients with asthma, who may safely take pneu- 
mococci serum, improve on pneumothorax. 


CONCLUSIONS 


Artificial pneumothorax is no “cure all” 'n 
unilateral lobar and bronchial pneumonia; it 
has given relief in pain, reduced toxicity, pro- 
duced an early crisis and, in a majority of 
cases made an early return to normal duties 
possible. I think it particularly advantageous 
in the aged, and in allergic and asthmatic, in- 
dividuals with pneumonia. 
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DISCUSSION 

FRED G. HOLMES: I am very glad indeed to 
have this opportunity to open the discussion on Dr. 
Riggins’ excellent paper. 

Last year at the Arizona State Medical Meeting, 
Dr. Howell Randolph, one of my associates, and I 
reported 18 cases of lobar pneumonia treated by 
artificial pneumothorax, drawing conclusions sim- 
ilar to those reached by Dr. Riggins. 

If one may judge from the literature on the sub- 
ject, it is striking how few cases of pneumonia have 
been treated in this manner.. Adding the six cases 
which Dr. Riggins just presented, it brings the re- 
ported number slightly over 100. Considering the 
incidence of this disease, there should be an abund- 
ance of material from which one could quickly come 
to a definite conclusion regarding the value of 
pneumothorax as a treatment. 

Phoenix should take its proper place in working 
out this problem. Out of 115 physicians practicing 
here, at least 55 are specialists and would not ac- 
cept a pneumonia case for treatment. This leaves 
60 who would welcome such a patient. There are 
at least 15 physicians here who are accustomed to 
administering artificial pneumothorax so that one 
out of four is already prepared to render this serv- 
ice. With the many existing physician alliances and 
courtesy exchange of patients it would seem very 
easy to give the method a fair trial. This and other 
medical centers in the southwest are uniquely sit- 
uated in this regard. Dr. Riggins’ paper should 
stimulate a more hearty interest on the part of 
those treating the disease. 

Technically, it is no more difficult than when 
given for tuberculosis. As the number of treatments 
are few, it does not call for the experience and 
judgment which are necessary to carry to a suc- 
cessful conclusion an artificial pneumothorax tu- 
berculous case. Anyone who is reasonably familiar 
with collapse work should be able to do it. 

Dr. Riggins’ prediction regarding the use of arti- 
ficial pneumothorax in the treatment of double lo- 
bar and broncho-pneumonia as well as unilateral! 
lobar pneumonia is interesting and may readily be 
fulfilled. It is striking how small an amount of air 
is necessary to bring about a favorable result and 
one need have little fear in giving that amount of 
air on both sides. If opportunity offers, I shall try 
such feeling that I am not substituting a more dan- 
gerous situation for the one already existing. 

Empyema in pneumonia is an ever present dan- 
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ger, either with or without pneumothorax. In Dr. 
Riggins’ six cases as well as our own eight adult 
cases it did not occur. We were not so fortunate 
with the 10 children treated as there were four 
cases of emypema, two of whom died. Both of these 
cases had suffered spontaneous collapse which did 
not lead to sudden death but only after an inter- 
vening empyema of one and two months respective 
duration. No cases have as yet been reported where 
sudden death followed a spontaneous, complicat- 
ing an artificial, pneumothorax. 

Dr. Riggins made no comparison regarding mor- 
tality in pneumonia cases treated by artificial pneu- 
mothorax and otherwise. It is well recognized that 
the severity of pneumonia varies from year to year 
and in different localities. It might be presumed 
that the proximity of Tucson and Phoenix and their 
similar climatic conditions would give them pneu- 
monias which are comparable. Let us consider 
them as one in making comparison in pneumonia 
mortality figures. I have the figures for the two 
hospitals in Phoenix for the last two years. In 1934, 
there were 97 lobar pneumonias in our local hos- 
pitals with a mortality rate of 32 per cent. During 
that year we gave artificial pneumothorax to 18 
cases with a mortality of 11 per cent. 


In the first three months of 1935 there were 35 


lobar pneumonias with a mortality of 34 per cent. 


Dr. Riggins has just reported six cases treated by 
artificial pneumothorax with no mortality. In all 
the collected cases treated with pneumothorax 
which now number about 103 including Dr. Rig- 
gins’ cases the mortality rate is 11 per cent. This is 
strikingly lower than the 25 to 40 per cent which is 
found in cases treated by other means. In view of 
these figures, we may add this marked reduction in 
mortality rate as an important fifth point to the 
four mentioned in Dr. Riggins’ conclusions. 


As expected, marked relief of pain has been re- 
ported by all investigators. 


Regarding the induction of an earlier crisis, the 
proof is not quite so positive. Going through Dr. 
Riggins’ case records and adding the indicated 
number of days until crisis took place, the duration 
of the pneumonia including the time before and af- 
ter artificial pneumothorax was commenced, is 
found to average 5.5 days which is exactly the 
length of time our own eight adult cases averaged. 
The 10 children so treated had their pneumonia 
6.66 days,. which is certainly not convincing. 

On the theory that the pneumonia is due to a 
plug occluding a bronchus, the possibility of bring- 
ing about an early crisis probably depends on 
whether this plug is dislodged by the pneumothorax 
or not. In some cases this certainly seemed to be 
the case and the results were dramatic. It is hard 
to get the cases early enough to make a definite 
diagnosis and administer the air before the time 
has also run to where the natural crisis might be 
expected. 

However, if, as it appears, it has been really 
shown that here is a method which will strikingly 
reduce the suffering in pneumonia and effect a re- 
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duction from the existing mortality of 30 to 40 per 
cent to one of 11 per cent—little else need be said 
in its favor. 


DR. HOWELL RANDOLPH: Unless results from 
pneumothorax show striking improvement over 
other methods of treatment for lobar pneumonia, I 
should say that this method should be used with 
extreme caution. The fact that the lung is apt to 
adhere to the chest wall with resulting complica- 
tions must be borne in mind. Dramatic results are 
apt to couse over-enthusiasm and a hasty rushing 
to a new method of treatment. I recall one par- 
ticularly dramatic case, which Dr. Kober will no 
doubt recall, of a small boy who had been desper- 
ately sick with pneumonia for four or five days 
when called to the attention of a physician. With- 
in a few hours after administering pneumothorax 
in this case the temperature subsided with an amaz- 
ingly rapid recovery. Such dramatic results are apt 
to carry us too quickly into adopting this treatment 
to the exclusion of others. 

There is much to recommend the treatment. Im- 
provement is noted almost immediately; there are 
fewer later complications with a marked decrease 
in the often lingering infections. There is no pro- 
gression of the disease after the first treatment, 
due to the plug’s dislodgement from the infected 
lung. If extreme caution is used in this treatment 
there is really much to recommend its careful use. 
I wish to compliment Dr. Riggins on his excellent 
work in this field, and upon his careful presenta- 
tion. . 


DR. KOBER: It has been my privilege to refer 
three or four cases of lobar pneumonia to Drs. 
Holmes and Randolph for pneumothorax treatment. 
After watching pneumothorax administered, it is 
extremely difficult for me not to be enthusiastic 
over the results obtained. 

These men are, no doubt, holding back to avoid 
the enthusiastic faults and errors that often arise 
over a new treatment. In the case of the small boy 
referred to by Dr. Randolph, I want to say that the 
results were astounding. The boy was desperately 
sick when I was called in and I did not feel that he 
could live. After pneumothorax was administered 
the temperature subsided and within 12 to 14 hours 
it was difficult to keep the child in bed. As this 
method is tried, I feel it will supplant other treat- 
ments. If I had pneumonia tomorrow, I would ask 
that my lung be collapsed, I feel that faith in the 
treatment. By compressing the lung, we kill the 
germ and bring about the crisis within a few days 
and often hours. By careful work, I again say that 
I feel this method will supplant other types of 
treatment. My compliments to Dr. Riggins upon 
his good work. 


The discussions 


(concluding) : 
have been most complimentary. I have great faith 
in the treatment with pneumothorax and am pleas- 
ed to present our findings to you. Thank you. 


DR. RIGGINS 





Southwestern Medicine 


ted by THE A. C. TAYLOR PRINTING CO., Phoenix, Arizona 
Published ot 4 for the Board of Managers of the four constituent societies. 





JUNE, 1935 











EDITORIAL STAFF 


ORVILLE HARRY BROWN, M. D., Phoenix, Arizona. 


Editor-in-Chief 





CHESTER, AWE, M. D., El Paso, Texas 


Associate Editor 





W. WARNER WATKINS, M. D.. Phoenix, Arizona 


Associate Editor 





L. B. COHENOUR, M. D, Albuquerque, N, M,— 


Associate Editor 





BOARD OF MANAGERS 
ARIZONA STATE MEDICAL ASSOCIATION 


~Phoenix 





D. F. HARBRIDGE, M. D. 
MEADE CLYNE, M. D 


‘Tucson 





DR. PAUL GALLAGHER. 


EL PASO COUNTY MEDICAL SOCIETY 


......El Paso 








W. L. BROWN, M. D._ 





NEW MEXICO STATE MEDICAL SOCIETY 





A. B. STEWART, M. D.____ 
J. ROSSLYN EARP, M. D 


Santa Fe 





Cc. R. — M. D. 


MEDICAL & SURGICAL ASSOCIATION OF THE SOUTHWEST 


Superior, Ariz. 





J. G. MOIR, M 


Deming, N. M. 








THE CAUSES OF MALPRACTICE SUITS 


Around 20,000 malpractice suits have 
been filed against physicians in the United 
States during the last five years. Drs. Halbert 
G. Stetson and John E. Moran obtained data 
from liability companies and physicians upon 
35,000 suits which they analyzed and conclud- 
ed that the causes of malpractice suits were: 
Inopportune remarks by physicians in regard 
to treatment of cases, animosities and jealousies 
between physicians, attempts to collect bills, 
failure in fracture cases to use x-rays, news- 
paper stories, efforts of cultists, negligence of 
nurses, alcoholism, failure to use treatment ad- 
vised by the majority. 

The fact that 60 per cent of the suits were 
the direct result of unfortunate unnecessary 
remarks by physicians about their confreres 
and, or animosities and jealousies should cause 
physicians to pull themselves up short with a 
determination to at least not talk or in any 
manner display their ill-tempered emotions; 
only 20 per cent were counter-suits against 
suits for collection of bills, and 10 per cent 
were for failure to use the x-ray in fracture 
cases. 





DETROIT MEDICAL NEWS TAKES A ‘DIG’ 
AT MILBANK FOUNDATION FUND. 

A considerable portion of the income which 
supports the Milbank Foundation Fund comes 
from the sale of milk. The price of milk in De- 
troit is said to be the highest of that in any 
American city. It is important for a family 
with children to buy milk. It is also important 
to have medical attention. 

The editor cites a family in which there are 


five children. It is thought that the medical 
care given this family is average for their 
stratum. There are the usual colds, measles, 
pertussis, mumps, broken bones, etc. The bill 
for medical services during eight years time 
amounted to $479.00, averaging $59.78 a year. 
This included vaccines for smallpox and im- 
munizations against diphtheria and monthly 
examinations of the children. The father of 
this family has made on the average of $850 a 
year. 

During these same eight years in which $479 
was spent for medical services the family paid 
$1676.48 for milk and butter. 


Tizis makes an average of $209.56 per year 
for milk against $59.78 for medical attention. 

The editor queries if it isn’t strange that the 
Milbank Foundation Fund should not concern 
itself about arranging for a group scheme of 
paying for milk for those who much need it. 
It is evident that the family physician in this 
case tempered his charges to the income of the 
wage earner. The editor thinks the milk trust 
does not supply free milk to the unemployed 
nor did it temper its charges for milk to what 
the family could afford to pay. 





ETHICAL SOLICITATION OF PATIENTS 

The Philadelphia County Medical Society 
has instigated a campaign to have all of its 
members solicit their children patients to be 
brought in for immunization against diphtheria. 
A form letter has been prepared, a supply of 
which each physician may obtain. It is set 
forth in the literature and in the letter that the 
health centers are immunizing not only the 
children of the indigent but those of the well- 
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to-do who are presented to them; those who 
are able to pay should pay the family physi- 
cian for such treatment; the code of ethics may 
be so interpreted as to permit such soliciting of 
patients. It is a matter of duty and interest in 
public health to do this. 

The incidence of diphtheria has been tremen- 
dously reduced by immunization treatments 
but not as much as is possible. The injection 
treatment for the prevention of diphtheria has 
been scientifically studied and has been proven 
effective and safe. Since diphtheria is prone 
to attack the very youngest of children, all 
those above the age of six months should be 
treated. 

It would seem to us that the physicians of 
the Southwest could well afford to propagan- 
dize and circularize their patients relative to 
the immunization treatments. This is a matter 
for each county society to handle. There can 
be no objection to it and the program might be 
facilitated by the officers of each State and 
County Association. 





THE AMERICAN UROLOGICAL ASSOCIA- 
TION MEETS IN SAN FRANCISCO. 

The coming meeting of the American Uro- 
logical Association will be held in the Palace 
Hotel in San Francisco, June 26-28, 1935. This 
meeting will be attended by a number of dis- 
tinguished guests, delegates from foreign coun- 
tries as well as from America. Dr. David M. 
Davis of Phoenix will speak on a new method 
of closing bladder incisions. 





THE SECURITY BILL 

The medical profession is directly interested 
in that part of this bill which establishes a “So- 
cial Insurance Board” of three members in the 
Department of Labor to be appointed by the 
President. A part of the duty of this board 
will be to administer funds, to help crippled 
children, and to improve maternity welfare. 
This latter venture is merely an enlargement 
of the old Shepard Towner Act which aroused 
considerable opposition a few years ago. This 
board will also have the duty of studying and 
recommending as to the most effective meth- 
ods in old age insurance, unemployment com- 
pensation, accident and health insurance and 
subjects related thereto. 

The President by all means should be pre- 
vailed upon when and if this becomes a law 
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to give the medical profession representation 
upon this board. Here is a chance and a duty 
to write to the President. Doctors of the South- 
west, write the President. 





DEBATES ON SOCIAL MEDICINE 
The National University Extension Associa- 
tion debate league has selected for debates for 
the next year the subject: “Resolved: That the 
several states should enact legislation provid- 
ing for a system of complete medical service 

available to all citizens at public expense.” 
The league is laying plans toward accumu- 
lating data for use of the students. It is certain 
that several hundred thousand students 
throughout the land will study the subject of 
socializing medicine and will bring out many 
points never before given serious thought. It 
is also certain that millions of our people will 
listen to discussions with the result that they 
may acquire a definite crystalization of thought 

on the subject of socialization of medicine. 





ARIZONA’S PRESIDENT-ELECT 
President-elect of the Arizona 
State Medical Association, Dr. 
Jesse D. Hamer, is one of the 
younger physicians of Phoenix. 
He was born in Ross County, 
Ohio, March 28, 1898. He is of 
Welch and English ancestry. He 
graduated from Wittenberg Col- 
lege, Springfield, Ohio, in 1922 with an A. B. 
Degree. His doctor of medicine degree is from 
Western Reserve, Cleveland, Ohio. He is li- 
censed to practice in Ohio and Arizona. 

In 1926 he came to Phoenix as house physi- 
cian at the Good Samaritan Hospital. He was 
secretary of the staff of this hospital in 1932 
and 1933. 

Dr. Hamer has done much in aiding the wel- 
fare departments of the city and county. He 
has been a member of the County Medical So- 
ciety and the Public Welfare Committee since 
1932; he has been chairman of the latter com- 
mittee during 1933 and 1934. 

A few of his many social and business asso- 
ciations are: Rotary club; Arizona club; Coun- 
ty, State, and National Medical Societies; Med- 
ical and Surgical Association of the Southwest; 
Associate in American College of Physicians 
and a member of the Association for the Study 
of Internal Secretions. Since 1932 he has been 
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director of Health and Safety of Roosevelt 
Council of the Boy Scouts and director of the 
First Aid and Life Saving Services of the local 
Red Cross. 





COMMITTEE APPOINTMENT 
President C. R. K. Swetnam of the Arizona 
State Medical Association has named his Pub- 
lic Health and Welfare Committee: Drs. W. O. 
Sweek, Phoenix, Chairman; Meade Clyne, Tuc- 
son, and C. E. Yount, Prescott. The rest of his 
committees apparently remain as of last year. 





- AMERICAN CONGRESS OF PHYSICAL 
THERAPY. 

The American Congress of Physical Therapy 
will hold classes on physical therapy September 5th 
to 7th. Their regular meeting will be from the 
9th to the 12th at the Hotel Kansas Citian, Kan- 
sas City, Missouri. Further information can be 
secured by writing 30 North Michigan Ave., Chi- 
cago, Ill. 





We haven’t room in SOUTHWESTERN MEDICINE for 
poetry, but this effusion is “hot”. There are too 
many words in too many papers for any reader to 
read. 

ADVICE TO CONTRIBUTORS 
If you’ve got a thought that’s happy— 
Boil it down. 
Make it short and crisp, and snappy— 
Boil it down. 
When your brain its coin has minted, 
Down the page your pen has sprinted, 
If you want your effort printed, 
Boil it down. 
Take out every surplus letter— 
Boil it down. 
Fewer syllables the better— 
Boil it down. 
Make your meaning plain—express it, 
So we’ll know—not merely guess it, 
Then, my friend, e’er you address it, 
Boil it down. 
Cut out ali the extra trimmings— 
Boil it down. 
Skim it well—then skim the skimmings— 
Boil it down. 
When you’re sure ’twould be a sin io 
Cut another sentence in two, 
Send it on, and we'll begin to— 
Boil it down. 
—Author Unknown. 





TULANE CENTENNIAL CELEBRATION 
This month there is being held the centennial 
celebration for Tulane University, which has had 
a full century of achievement in medical and other 
departments of higher education. 
In 1933 a scourge of cholera and yellow fever 
killed 6000 of the 50,000 of population of New 
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Orleans. There was such a scarcity of physicians 
and the need was great and the opportunity for 
study and teaching at the charity hospitol so un- 
usual that three young physicians—Dr. Thomas 
Hunt, Dr. Warren Stone ,and Dr. John M. Har- 
rison who had arrived in New Orleans during the 
epidemic—organized the Medical College of Louis- 
iana in the latter part of the year 1834. In the 
year 1847 it was incorporated into the Medical 
Department of the University of Louisiana which 
was established with departments of medicine, 
law, arts, and sciences. 

In 1884 Paul Tulane gave more than a million 
dollars as an endowment and it then became the 
nucleus of the present Tulane University. Of great 
interest to medical men is the noted work that 
Tulane University has done on tropical diseases 
such as malaria, yellow fever, cholera, beri beri, 
leprosy, amoebic dysentary, etc. Other branches 
of medicine have fared well in their research; 
work done by Dr. Rudolph Matas in vascular 
surgery has gained international attention. 

It is fitting that all medical men should pause 
for a moment’s contemplation of this institution 
and its splendid accomplishments extending 
throughout a century. 





BRIGADIER GENERAL J. B. D. IRWIN 

Iilustration ‘received too late) of article in last 
issue of SOUTHWESTERN MEDICINE, “The Fight- 
ing Arizona Doctor.” 
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OBITUARY 

Dr. H. L. Tapperman died at the age of 28 in 
the Cedars of Lebanon Hospital, Los Angeles, 
California, February 23, 1935. 

Dr. Tapperman, a graduate of the University of 
Michigan, Ann Arbor, Michigan, interned at the 
Columbia Hospital, Milwaukee, Wisconsin, before 
going to the Detroit Receiving Hospital, where his 
health broke. In 1933 he came to Benson, Arizona, 
to help Dr. Yellott. 

Although of very poor health he was greatly 
admired by the people of Benson for the active 
part he took in many health organizations and for 
the many worth while things he did for this city. 

Dr. Tapperman was a member of, the Pi Chapter 
of Phi Lambda and, the American Medical Asso- 
ciation. 





NEWS 

Dr. H. S. Denninger, Peoria, Arizona, has taken 
over the practice of the late Dr. John Maxwell 
Pearson of Glendale. He will probably make his 
home in Glendale in the near future. He has been 
named deputy county physician. 

Dr. A. L. Gustetter of Nogales, and Mrs. Rose 
Sylvia of Hollywood, California, were married on 
Wednesday evening, April 24th, at the Westward 
Ho hotel, Phoenix. After two days in attendance 
at the annual meeting of the Arizona State Medi- 
cal Assoication, the newly-weds enjoyed a short 
honeymoon at Boulder Dam, returning to Nogales, 
to make their home, on April 29th. 

Dr. and Mrs. J. H. Woodard entertained the 
physicians, their ladies and the nurses of Santa 
Cruz county, in their home at Ruby on Monday 
night, May 13th. Following a most enjoyable 
buffet dinner, Mrs. Woodard entertained the phy- 
sicians’ wives at a bridge party, while the physi- 
cians and the nurses enjoyed a splendid program 
especially arranged by Dr. Woodard. Several clin- 
incal cases were presented by Dr. Woodard, fol- 
lowed by discussion. Those present and enjoying 
the hospitaly of Dr. -and Mrs. Woodard were: Dr. 
and Mrs. E. C. Houle, Dr. and Mrs. J. S. Gonzales, 
Dr. and Mrs. C. S. Smith, Dr. and Mrs. M. I. Mer- 
ritt, Dr. and Mrs. Z.B. Noon, Dr. J.E. Urriologoitia, 
Dr. M. Martinez, Miss Lydia Potthoff, Mrs. Bert 
DeVaughan, Miss Montijo, Mrs. A. M. Gillespie, 
Mr. and Mrs. Duff. 

It can be authentically stated at this time that 
the Sana Cruz Couny Medical Sociey will provide 
another one of the famous’ cock-fights at the 
meeting of the Arizona State Medical Association 
in Nogales in 1936. 

Dr. C. C. Creighton, Flagstaff, Arizona, spoke 
upon “Some Protozoal Infections” before the na- 
tural science class at Arizona State Teachers Col- 
lege during the early spring. 

Dr. Henry T. Bailey, Phoenix, Arizona, who has 
been laid up for several months with illness re- 
cently has been able to visit his office. 

Dr. S. I. Bloomhardt, Phoenix, Arizona, who 
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suffered a disabling blow on the head while play- 
ing in a polo game a few months ago is able to 
attend to his practice and seems entirely well. 

Dr. Walter Brazie, Kingman, Arizona, has been 
chosen delegate to the Rotary International con- 
vention in Mexico City, which meets this summer. 

Dr. and Mrs. Reed Shupe, Phoenix, Arizona, are 
the parents of a daughter born during March. 

Dr. L. A. W. Burtch, Phoenix, has moved his 
offices from the Professional building to the Se- 
curity building. 

Dr. F. M. Kilgard, Phoenix, moved his offices 
from the Professional building to the Physicians’ 
building. 

Dr. A. J. McIntyre of Phoenix, went to San 
Diego, California, the latter part of May to attend 
the Shrine convention and to make arrangements 
for accommodations for the Arizona Shrine dele- 
gates while staying in San Diego. 

Dr. C. W. Sechrist is building a model hospital 
north of Flagstaff, Arizona. It will be 40 by 154 
feet with a “T” extension 35 by 40 feet; construc- 
tion will be of Malachi rock, fireproof, and with 
accommodations for 25 patients. Dr. Sechrist now 
operates the hospital, which was originally built 
for sawmill employees and which had a capacity 
for 14 patients. 

Governor Moeur of Arizona has named his board 
of medical examiners as follows: Dr. J. H. Patter- 
son, of Phoenix, secretary for the term of six 
years; Dr. W. G. Schultz, of Tucson, for five 
years; Dr. I. E. Huffman, Tucson, for four years; 
and Dr. J. E. Bacon, of Miami, for three year; an 
osteopath was named for a two-year period. The 
appointments are in compliance with the amended 
law which provides for a board of five members 
of which four shall be graduates of medical col- 
leges and one a graduate of a recognized school 
of osteopathy. 

Dr. A. C. Carlson, Jerome, was in Phoenix, for 
a visit over the week-end the last of May. 

Dr. Alvin Kirmse of Tucson, is the chef-de-gare 
of the Tucson voiture of the Forty-and-Eight. 





MINUTES OF MEETING EL PASO COUNTY 
MEDICAL SOCIETY 


The El Paso County Medical Society met Mon- 
evening, April 22, 1935, at the Hotel Dieu Nurses’ 

Home. Meeting was presided over by Dr. B. F. 
Stevens, president. 

Dr. Stevens opened the meeting by introducing 
Dr. Hall G. Holder of San Diego, California. Dr. 
Holder presented a detailed paper on the opera- 
tion of the San Diego Central Medial Service 
Plan. At the close of Dr. Holder’s paper visitors 
were asked to leave and the discussion was open- 
ed to the members of the Society, the following 
members participating in the discussion: Drs. Mc- 
Camant, R. B. Homan, J. A. Rawlings, Will Rogers, 
Egbert, Ralph H. Homan, Paul Gallagher, George 
Turner, Bob Homan, S. H. Newman, S. D. Swope, 
and F. D. Garrett. 
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At the conclusion of this discussion Dr. Stephen 
A. Schuster presented a paper, to be read at the 
State Medical Meeting in Dal-as, on “Remarks on 
Nasal Tuberculosis.” This paper was discussed by 
Drs. Von Almen and Vandevere, and discussion 
closed by Dr. Schuster. 

Motion made and seconded that Dr. Rawling’s 
paper be postponed until the next meeting carried. 


Dr. Leslie Smith made an announcement about 
the Pre-School Round-Up and stated that they 
wanted the Medical Society to furnish men to do 
general examinaions on pre-school age children. 
Dr. McCamant stated that the purpose was to 
make a check-up on every chi-d who would enter 
school either in September, or in the middle of 
January next year. He stated that they would 
make just examinations—no treatment and that 
there would be one central location and that they 
would have two or three days to do the work. 

Dr. Miller, a member of the Economic Commit- 
tee, made a motion that the removal of the sew- 
age be turned over to the County Health Depart- 
men. Motion seconded by Dr. Rennick, and passed. 

Motion was made by Dr. Gallagher and second- 
ed by Dr. McCamant that a vote of thanks be 
given to Dr. Holder for coming to E. Paso. Motion 
passed. 

Meeting adjourned at 10 o’clock. 


May 13, 1935. 

Meeting was called to order at 8:00 p. m. by the 
secretary. Dr. R. B. Homan was selected president 
protem in the absence of the president and the 
vice-president. 

The following clinical cases were presented 
briefly: 

Dr. F. D. Garrett—a case of syphilis with gas- 
tric symptoms and hemoptysis. 

Dr. Long—pulmonary hemorrhage with bilateral 
tuberculosis and use of collapse therapy. 

Dr. Murphy—a case presenting physical signs 
of ovarian cyst which disappeared following a 
sudden passage of a large amount of fluid. 

Dr. Dutton—a second case of eczema apparently 
due to drinking water. 

Dr.Waite—a case of rupture of the liver induced 
by convulsions of eclampsia. 

Dr. Ebell—a case of sterility corrected by use 
of hormones of pituitary. 

Dr. Awe—a case of arthritis, backache and 
cramps due to retention of menstrual blood caus- 
ed by stenosis of cervix—all following artificial 
menopause and then use of antituitrins and vac- 
cines. 

Dr. J. Mott Rawlings read a paper entitled “pos- 
sible Significance of B. Pertussis in Some Cases 
of Asthma.” Discussed by Drs. Dutton, Awe, Cum- 
mins and J. A. Rawlings. 

Dr. Clay A. Gwinn read a paper entitled “Ex- 
ternal Otitis.” Discussed by Drs. Franklin, J. A. 
Rawlings, Gallagher, Ebetll, Mott, Rawlings, Awe, 
Dutton and Gwinn. 
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GCOD CLINICAL RECORDS 


(Stressing the Importance of Convincing the 
Physician Himcelf of the Value of Good Records.) 


BETTY L. MURRAY, 
Record Librarian, Good Samaritan Hospital. 
Phoenix, Ariz. 


In order to assure good clinical records, a well 
developed organization is essential. The organiza- 
tion must not be limited to departmental heads; 
each and every member of the hospital personnel 
can, by accuracy in recording details, and cooperat- 
ing with the record librarian, do his part to im- 
prove the records. The nursing personnel can see 
that the bedside notes are adequate—so that they 
actually present a clear picture of the case; the rec- 
ord librarian can check up omissions and call the 
erring members’ attention to their failures to re- 
cord vital information; and the members of the 
record committee, when reviewing their colleagues’ 
charts in open discussion at staff meetings, either 
by praise or criticism, can inspire them to better 
work—or shame them into it. 

Upon the cooperation of the physician himself 
depends the quality of the records attained. Unless 
he is vitally interested in maintaining a high stand- 
ard of record on his own individual cases, we can- 
not hope to get records of value, regardless of how 
conscientious and efficient the organization behind 
the record department may be. 

Without the physician’s voluntary cooperation, it 
is a discouraging and hopeless task. It is earnestly 
hoped that some old idea attractively presented, or 
some new idea may be advanced which will have 
the power to stimulate the interest of the physician, 
end make him enthusiastic in doing his part to- 
ward reaching the desired goal. 

Each physician should honestly endeavor to have 
his case records resemble the perfect record; name- 
iy: A picture of the patient’s complaints, physical 
findings, treatment and progress from the hour of 
his admission to the hour of discharge. The doctor 
when reminded by the record librarian or the nurse 
in charge of his case, of his failure to note im- 
portant data, rather than show resentment, should 
welcome the criticism, and gracefully cooperate. 

Ts if not reasonable that when a physician dic- 
tates a record, merely because he has been cajoled 
or pursued until he weakens from sheer loss of re- 
sistance, that in the majority of the cases the in- 
formation given is not the most valuable? 

Any record librarian who possesses imagination 
ana ingenuity can, by various tactics, succeed in 
getting each and every doctor to dictate findings 
or fill in data; but if this doctor does not have a 
real belief of the value of records, and sees no rea- 
son for it all—merely conceding by coercion—what 
price record? 

It seems that if we wish to make progress in 
raising the standard of our records, it is advan- 
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tageous to have the individuals who denounce rec- 
ords rules as a lot of red tape, given the opportun- 
ity to voice their grievances—not behind closed 
doors in groups of two or three, bemoaning their 
irritation in being compelled to waste their valuable 
time in complying with standardized hospital regu- 
lations, but in open discussion. After all, the Amer- 
ican College of Surgeons is a protection to the 
physician as well as the hospital, and has apparent- 
ly worked up this record schedule with a definite 
purpose in mind. That some of the physicians, 
especially a number of the older men, cannot, or 
will not recognize its advantage, can only be due to 
their failure to understand and appreciate its mo- 
tive. } 

A friendly feeling between the College and the 
physician is essential. Of paramount importance is 
the doctor’s concession that records regulations,, as 
outlined by the College, are not only valuable to 
the hospital, but to the physicians. So we must aim 
to get the physician’s cooperation, and in order to 
get whole-hearted cooperation, he must have gen- 
uine realization that good records are of untold 
value to the medical profession in general, and of 
greater advantage to himself. I am looking to the 
physicians to say something which will help con- 
vince those, who still doubt, of this fact. 





PUBLIC HEALTH NOTES 
J. ROSSLYN EARP, Dr. P. H. 
(Director, New Mexico State Bureau of 
Public Health) 


New Mexico Public Health Association: All re- 
cords were broken at the annual meeting. When 
the audience assembled to hear Dr. Walter H. 
Brown speak on “Public Health—a Problem in 
Distribution” it was so large that it had to be re- 
moved to another building. The new movie film 
Malaria Control in New Mexico was shown on two 
secasions. On the first day of the meeting it was 
seen by 162 and on the second day by 185. A large 
audience also heard Dr. W. W. Peter describe his 
experiences during 15 years of broadcasting health 
in China. His talk was illustrated by exceptionally 
beautiful, colored, lantern slides. Miss Sally Lucas 
Jean read a most stimulating paper on Health 
Publicity. Mr. Lewis H. Carris, director of the 
National Society for the Prevention of Blindness 
offered most practical suggestions as to a pro- 
gram for visual conservation in New Mexico. Dr. 
Guy S. Millberry, dean of the School of Dentistry 
of the University of California and chairman of 
the Good Teeth Council, discussed the prevention 
of dental diseases. Dr. K. E. Miller, of the U. S. 
Public Health Service, spoke on Records and Re- 
cords Keeping, and Miss Evelyn K. Davis. of the 
National Organization for Public Health Nursing, 
on the Importance of Lay Groups in Public Health 
Work. A lively round table discussion was held on 
the new health district act. 

Dr. Eugene P. Sims presided over the sessions 
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this year. Dr. E. F. McIntyre, health officer of 
Santa Fe county, was elected president for the 
ensuing year. Doctor McIntyre, who made a re- 
markable record in 1934 by reducing the infant 
mortality in Santa Fe by 44 per cent, is at pres- 
ent taking a post graduate course in public health 
at Johns Hopkins University. Mrs. Esther Schau- 
bel was elected vice president and Mr. Paul S. 
Fox, secretary-treasurer. The meeting next year 
will be with the New Mexico Medical Society at 
whatever date and place the Society decides to 
convene. 

Value of Milk: Question time in the British 
House of Commons often provides little tid-bits 
of official news. Thus on April 2nd last Mr. Cove 
asked the Minister of Health for news concern- 
ing a proposed inquiry into the nutritional value 
of milk. It is perhaps significant that the answer 
came from the Minister of Agriculture who an- 
nounced that the Milk Marketing Board for Eng- 
land and Wales and the Scottish Milk Marketing 
Board had put before the Secretary for Scotland 
and himself a “scheme” which is to affect 8,000 
school children over a period of twelve months. 

Without having seen the scheme it would be un- 
just to condemn it. One wonders, though, what 
pediatricians think of this statistical! method of 
studying the nutritional effect of milk on school 
children. No doubt amongst the 8,000 youngsters 
there will be some who are ill fed. Will any at- 
tempt be made to differentiate between those who 
are undernourished because they are in need of 
more food or a better balanced diet and those who 
are undernourished because they are suffering 
from toxemia, inadequate rest, etc? Or is this one 
of those naive experiments in which 4,000 children 
have extra milk and 4,000 do not and the first 
4,000 put on more weight (on the average) than 
the second 4,000 will benefit from an extra ration 
of mi:k? Time will tell. In the meanwhile one 
notes the minister’s view that the scheme “will 
also have an important bearing upon the problem 
of increasing the demands for liquid milk in this 
country.” 

1. The Lancet i:838 (April 6) 1935. 





ABDOMINAL ACTINOMYCOSIS 
(A Case Report) 
B. F. STEVENS, M. D. 
El Paso, Texas. 


A male office worker, age 31, single, with previ- 
ous history negative, was operated upon in Phoe- 
nix, Arizona, Jan., 1929, for a ruptured appendix, 
which required drainage. He left the hospital in 
two weeks with a healed wound and was back at 
work in one month; in November, 1929, the abdo- 
men was reopened because of pain, diagnosed as 
due to postoperative adhesions. No report of the 
pathology found is available, but the wound heal- 
ed noorly, leaving several sinuses. 

In 1930, he was operated upon again—several 













































218 

sinuses being excised from the abdominal wall 
and two omental tumors removed. The wound 
healed poorly, leaving several sinuses. The diag- 
nosis at that time was a low grade infection of 
undetermined origin. 

In 1934, he was again operated upon—in El 
Paso—for suspected liver abscesses none was found 
The wound healed by primary intention. Two 
sinuses in the lower abdominal wall and right 
chest were not involved in the operation. 

Six weeks after his last operation, he had per- 
iods up to three months of chil-s, fever and sweats. 
These would gradually subside and then he would 
put on weight. A number of Wassermann tests 
were negative and repeated tests for malaria were 
negative. He had no cough nor expectoration. 

When I first saw him in 1931, because of the 
various fistulas, I made a diagnosis of actinomy- 
cosis, and put him on increasing doses of K. I. He 
was also given potassium iodide intravenously, 
and a month before his death two doses of Lugols 
solution diluted of four cc. each were given in- 
travenously in 60 cc. of water. They caused a 
thrombosis of the veins be.ow the site where they 
were injected, so were not repeated. During the 
last few months of his illness the liver was en- 
larged to several times its normal size. This, to- 
gether with the pyemic symptoms and pain over 
the hepatic area, made diagnosis of liver abscess 
probable. 

Autopsy (confined to chest and abdomen): Body 
was greatly emaciated; there were four superficial 
fistulae—one on the right side of the chest wall 
over the fifth rib, laterally, one each in the right 
and left inguinal regions, and one in the right 
groin. None of these communicated with either the 
abdomen or chest. 

Thorax. No free fluid. Right lung was adherent 
posteriorly. Upper lobes of both lungs on lateral 
and posterior surfaces contained many indurated 
nodu’es, varying from three-eights to one inch in 
diameter, which did not communicate with the 
bronchi. Palpation gave the feel of a carcinoma. 
When excised thick, light greenish yellow pus 
exuded. There wre no signs of tuberculosis. 

Abdomen contained about 600 cc. of straw col- 
ored clear fluid. Adhesions existed between the 
upper surface of the liver and the diaphragm. No 
signs existed of fistulous openings. The spleen was 
not enlarged. The liver was near-y three times its 
normal size and of a gray color. On incising 
through the middle of the right lobe, a honey- 
comb series of abscesses was disclosed, about three 
by four inches in diameter. This area was greatly 
indurated and devoid of liver tissue. The abscesses 
varied from three-eighths to one inch in diameter. 


Actinomycosis of the lungs and liver with su-° 


perficial non-communicating sinuses in the chest 
and abdominal walls. 

Summary: This man evidently originally had 
actinomycosis involving the ceum and appendix— 
the liver and lungs being later infected from a 
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blood stream infection. During the varying per- 
iods in the four years he was under my care, he 
received large doses of K. I., both by mouth and 
intravenously, without apparent improvement. He 
would not submit to further operative treatment 
on the sinuses after being opened up three times 
in Arizona and California. Because of the early 
pyemic symptoms, the liver was early infected, 
probably in the 10 months interval between the 
first and second operation. 





MYOMA OF COLON 





H. H. VARNER, M. D. 
and 
J. LEIGHTON GREEN, Jr., M. D. 
El Paso, Texas. 





(Read before the Hotel Dieux Staff, Feb., 1935) 

Benign tumors of the colon probably occur more 
often than generally thought. Buie and Swan: re- 
ported 52 benign colonic growths in patients ex- 
amined at the Mayo Clinic (from 1905 to 1925). 
Of these only five cases were adenomyomata, and 
one was classified as fibromyoma. The adenomy- 
omata occurred in women. Microscopically, their 
structure resembled endometrial glands and stroma. 
The one case of fibromyoma was not described. 
The other benign tumors of this group Buie and 
Swan classified as follows: Adenoma, 19; adeno- 
fibroma, two; polyp, 13; lipoma, eight, cystic 
tumor, two; fibroma and angioma, one each. 

Scott= says that leiomyomata occur almost ev- 
erywhere smooth muscle tissue is found. They have 
been found from the esophagus to the rectum. 
He found seven cases in the literature ,and re- 
ported another, in which myomata of the intes- 
tinal tract had undergone malignant degeneration. 
Such a malignancy he named ‘myoma malignum. 
Scott stressed the necessity of removing benign 
myomata, even though they produced no symp- 
toms, because of the danger of malignancy. 

Canonne: reported a case of generalized myo- 
matosis of the large intestine, treated by colec- 
tomy. He emphasized the clinical, radiological, 
and gross resemblance of these tumors to carci- 
noma and advised radical excision. 

Griffiths: resected a leiomyoma from the trans- 
verse colon. The tumor arose from the circular 
muscular coat of the bowel, surrounded the colon, 
and showed no evidence of malignant change. 

Case Report: A white man, 44, came under ob- 
servation July 3, 1933. He had been suffering for 
about 10 days with cramping abdominal pain, 
nausea, and vomiting. Immediately after inges- 
tion of food, he said, pain would recur, with 
distension of the abdomen. Constipation had be- 
come progressively worse, over a period of months, 
until at this time it required large doses of laxa- 
tive to evacuate the bowels. Loose stools resulted 
with temporary relief from distention and pain. 
No blood had been observed in the stools. He be- 
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LATENT AVITAMINOSIS: 
THE “TWILIGHT ZONE” OF NUTRITION 





@ Each passing year discloses that the 
science of medicine has made further applica- 
tion of the results of biochemical research. 
The time will come when the physician will 
rarely see examples of extreme human 
avitaminosis. The high vitamin requirements 
of infancy and childhood are clearly recog- 
nized; they are fulfilled by proper supple- 
ments to the diet. The cooperation of 
intelligent parents will certainly aid in de- 
creasing the incidence of deficiency diseases 


of childhood. 


The matter of the adult vitamin require- 
ment has also received attention; the average 
individual understands his dietary needs, in 
a general way. As a result, if the pellagrin 
be excepted, the practitioner today seldom 
encounters extreme vitamin deprivation in 
his patients. The fight against vitamin de- 
ficiencies is changing in aspect; the problem 
now is to combat suboptimal rather than 
subminimal vitamin intake. 


In 1920, Hess described the condition of 
subacute or “latent scurvy”. Evidence since 
accumulated indicates that similar conditions 
may exist in respect to the other essential 
vitamins. This latent avitaminosis has been 
aptly termed the “twilight zone” of good 
nutrition (1). 

Latent avitaminosis is a state of ill-health 
difficult to define; it may be characterized 


by a vague, indefinite sense of ill-being; it 
is a condition, however, which responds to 
proper diet under medical supervision; and 
among the most valuable foods available for 
diets in cases of latent avitaminosis are 
canned foods. The literature is replete with 
articles relating to the vitamin values of 
canned foods; several of these are particu- 
larly pertinent to the present discussion (2). 


Two species of laboratory animals, the 
albino rat and the guinea pig, were carried 
through ten and eight generations, respec- 
tively, on a diet which consisted entirely of 
combinations of canned foods. No additional 
vitamin supplements, such as are commonly 
employed in the breeding or rearing of such 
animals, were necessary. The varied canned 
food diet supplied all factors, vitamin or 
otherwise, for the successful fulfillment of 
the life cycle, namely growth, maintenance, 
reproduction and lactation. 


The significance of these findings is ob- 
vious. The physician may prescribe a diet 
containing a wide variety of canned foods 
with the confidence that the combination 
will supply essential vitamins in amounts 
consistent with the amounts of the vitamins 
present in the raw materials from which the 
canned foods were prepared. Whether addi- 
tional supplementation with specific vitamin- 
rich foods or concentrates is indicated, is 
properly a matter for medical determination. 


AMERICAN CAN COMPANY 


230 Park Avenue, New York City 


(1) J. Amer. Med. Assn. 101, 127 (1933) 


(2) Ind. Eng. Chem. 23, 1064 (1931 
Ind. Eng. Chem. 26, 758 (1934) 
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(_] Nutritive Values of Canned Foods. 
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Process. 


(_] Canned Foods in the Diet of Children. 
(_] The Tin Container. 
(-] Canned Foods and the Public Health. 
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lieved his weight had decreased by six to eight 
pounds in two weeks; he felt very weak. 

He gave a history of being hospitalized for three 
days in August ,1931, for an attack of abdominal 
pain and distention. The hospital record showed 
that during this attack his temperature had 
reached 100.8 degrees. The diagnosis had been 
gastro-enteritis. Foliowing this had been recur- 
rent attack of abdominal pain and a sensation 
of bloating in the abdomen. 

Previous history included an attack of typhoid 
fever, two attacks of pneumonia, and occasional 
trouble with bronchial asthma. There was no fam- 
ily history of cancer, tuberculosis, or blood dys- 
crasia. 

Examination revealed a thin white man, ap- 
parently acutely ill. His left eye showed a scar 
froin iridectomy. The only other definite abnorm- 
alities were abdominal. The upper half of the 
abdomen was tympanitic and moderately distend- 
ed. On deep pressure in the left iliac region, just 
above the center Poupart’s ligament, could be 
detected an indefinite mass. On bimanual exam- 
ination, with one finger in the rectum, this could 
be defined as a firm, immovabe, slightly-tender 
tumor, about the size of a large orange, occupying 
the left side of the pelvis. The prostate was small 
and soft, and was not connected with the mass. 
No enlarged glands could be detected in the iliac 
regions. 

A barium enema passed to the lower portion of 
the sigmoid colon, where marked spasm was en- 
countered. By barium meal, at the end of 14 and 
18 hours, the coion was shown fairly well outlined 
down to the midportion of the sigmoid. This arena 
could not be visualized. The radiologist’s conclu- 
sion was: “The lower third of the sigmoid ap- 
parently shows partial obstruction and appears 
greately inflamed. While malignancy is not rul- 
ed out, this is more suggestive of an inflammatory 
diverticulitis or amebic infection.” 

On July 8th, under ether anesthesia, explora- 
tion was done through a left rectus incision. 
Omentum and loons of ileum were found adherent 
to a rounded mass which involved the entire cir- 
cumference of the sigmoid colon just above the 


pelvic brim. The tumor was slightly movable. A’ 


tentative diagnosis of carcinoma was made but 
no metastases could be palpated ,and no enlarged 
nodes. Because of the symptoms of obstruction, 
colostomy was done, bringing the upper portion of 
the sigmoid out through a stab wound in the left 
ilium region. 

Infection developed in the central incision and 
two months elapsed before resection could be 
done. During this interval, autogenous vaccine 
from the wound discharge was prepared and ad- 
ministered. Careful preparation for resection was 
made by irrigating the rectum and lower sigmoid 
with mercurochrome for 48 hours before the sec- 
ond operation. 

On Sept. 21st, under spinal analgesia, through 






the same left rectus incision, the sigmoid tumor 
was mobilized and removed. End-to-end anasto- 
mosis was done. Post-operative convalescence was 
uneventful. On Oct. 14th, bowel movements hav- 
ing already resumed the norma! course, the colos- 
tomy was closed. A small sinus at the colostomy 
site later had to be excised; the patient returned 
to work in January, 1934. At the present writing 
(February, 1935) he is in good healh, has gained 
weight, and has no gastro-intestinal symptoms. 

Pathological Report: A section of the colon 
measuring 10 cm. was examined. The wall of the 
colon was greatly thickened, and with adhesions 
to the peritoneal coat, formed a tumor six cm. 
in diameter. The thickening appeared to be en- 
tirely in the muscular coat and was uniformily 
distributed throughout the circumference. The 
mucosa appeared normal; the lumen was con- 
stricted to about half the normal size. 

Section showed a markedly-thickened muscular 
coat, the cclis being hypertrophied muscle cells. 
In places islands of round cell infiltration oc- 
curred, especially under the serosa. The mucosa 
appeared normal. 

Diagnosis: Myoma of the intestinal wall. 

1. Buie, L. A., and Swan, Theodore; Benign 
Tumors of the Colon, S. C. N. A., Aug., 1929, 893- 
910. 

2. Scott, C. R.: Myoma Malignum Particular-y 
Other than Uterine, Northwest Medicine, Dec., 
1923. 

3. Canonne, N. M.: Un cas de myomatose gen- 
eralisee du gros intestin, Revue de Chirurgie, 
(Dec.) 1930, X, 391. 

4. Griffiths, G. J.: Myoma of Transverse Col- 
on, Brit. Med. J., (Mar. 31) 1934, No. 3821, 579. 





ATTENTION, READERS: 

Existence of a journal depends to a large 
extent on revenue from advertisements. Con- 
tinuance of advertisers depends on their pat- 
ronage. Therefore, patronize those appearing 
in this journal. Detach and mail coupons at- 
tached to advertisements. Thus you may re- 
ceive something for nothing. Readers are re- 
quested to observe these suggestions. 


PALATABILITY 


When you taste Petrolagar note its delightful flavor. 
This unusual palatability assures patient coopers 
tion. Petrolagar is a mechanical emulsion of liquid 
petrolatum (65% by volume) and agar-agar. 
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BOOK REVIEWS 


THE MEDICAL AND ORTHOPAEDIC MANAGE- 
MENT OF CHRONIC ARTHRITIS: by Ralph Pem- 
berton, M.S., M.D., F.A.C.S., Professor of Medicine 
Graduate School of Medicine, University of Penn- 
sylvania; Chairman, American Committee for the 
Control of Rheumatism (Ligue Internationale con- 
tre le Rhumatisme) ; Member, Council on Physical 
Therapy of the American Medical Association; 
Physician to the Abington Memorial and the Bryn 
Mawr Hospitals; Consultant to the Philadelphia 
Orthopaedic Hospital and Infirmary for Nervous 
Diseases and to the Chester County Hospital; Auth- 
or of “Arthritis and Rheumatoid Conditions, Their 
Nature and Treatment,” 1929; and Robert B. Os- 
good, A.B., M.D., F.A.C.S., John Ball and Buckmin- 
ster Brown, Professor Emeritus of Orthopaedic Sur- 
gery, Harvard Medical School; Member, American 
Committee for the Control of Rheumatism (Ligue 
Internationale contre le Rhumatisme); Member, 
Council on Physical Therapy of the American Med- 
ical Association; Consulting Surgeon, Boston Chil- 
dren’s Hospital; Member, Board of Consultants 
Massachusetts General Hospital; Member, Ameri- 
can International, British (Hon.), Italian (Hon.), 
Scandinavian (Hon.), Belgian (Cor.), Orthopaedic 
Associations; The Mac Millian Company; New 
York; 1934; $5.00. 

The authors have struck a happy note in writing 
this book. They regard chronic arthritis merely as 
one of the many chronic diseases and that all of 
them have more or less the same etiologic factors. 
In chronic medicine it is necessary to take into con- 
sideration the hereditary factors believing that the 
results of the hereditary factors when given careful 
attention may be controlled. After these come so 
many factors, one about equal in importance to an- 
other, that it is difficult to tell how many of them 
will be found in any one patient. 

They divide chronic arthritis into two parts, the 
trophic and hypertrophic. The trophic would seem 
to be an extention of ordinary rheumatic fever. The 
two primary causes in the minds of the authors 
seem to be bacteria—focal infections—and gastro- 
intestinal abnormalities. They mention allergy but 
do not go into detail about it. They describe, how- 
ever, a great many symptoms and developments 
which the allergist will recognize as allergic. They 
find gastro-intestinal abnormalities such as kink- 
ing, redundency, etc., common in arthritis. They 
believe that the essential factors in treatment con- 
sist in removing focal infections and giving limited 
diets—especially reducing the carbohydrate intake 
together with liberally supplying vitamins—espe- 
cially vitamin B. 

The authors say that it is difficult to name cate- 
gorically the most important measures to be enter- 
tained in the treatment of arthritis. Quoting: 
“What is the most important part of a ship? What 
chiefly determining its arrival in Europe? Obvious- 
ly, there is no single predominating factor in such 
a complex and, by the same token, there is none in 
the therapeutic congerie of factors in the consid- 
erations outlined above. If the pilgrim on the road 
to arthritic crippledom would tell his therapeutic 
beads to the end that he be saved, he must finger 
them all and beware of worshipping unduly any al- 
apy patron saint, or his prayers will be of small 

Vail.” 

Everyone interested in chronic medicine, especial- 
ly in arthritis should have this book. We regard 
this as an outstanding book of the year. 


ILLUSTRATIVE ELECTROCARDIOGRAPHY: 
by Joseph H. Bainton, A.B., M.D., Attending Physi- 
Cian and chief of the Cardiac Clinic, Morrisania 
City Hospital, New York City, and Consulting Physi- 
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cian, St. John’s Long Island Hospital; and Julius 
Burstein, A.B., M.D., Associate Electrocardiograph- 
er, Morrisania Hospital, New York City; D. Apple- 
ton-Century Company, Inc.; New York, London. 

This is a book of 238 pages, odd-shaped, with the 
pages wider than they are high. For the most part, 
illustrations occupy the right hand page with a de- 
ceription thereof on the left. A great variety of 
electrocardiograms is presented with as thorough 
descriptions of them as apparently is possible with 
our present state of knowledge. 

The book comprises a post-graduate course in 
Electrocardiography. The text is terse and clear. 
The reproduction of the illustrations are excellent. 
It would seem that most physicians will wish to 
have and should have this book upon their desks 
for ready reference. 


PRACTICAL ENDOCRINOLOGY, SYMPTOMS 
AND TREATMENT; by Max A. Goldzieher, M.D. 
Endocrinologist, Gouverneur Hospital; Chief of En- 
docrine Clinic, Gouverneur and Brooklyn Women’s 
Hospitals; Consultant Pathologist, Beth Moses, 
Crown Heights and Kingston Avenue Hospitals, 
Brooklyn, N. Y.; Former Professor of Pathology, 
Royal Hungarian University, Budapest; Illustrated; 
D. Appleton-Century Company, Inc., New York, 
London. 

The author has been making a specialty of en- 
docrinology for the past 25 years. He has written 
this text for the general practitioners. A short con- 
cise picture of the pathology of the endocrines is 
given. The difficulty is in diagnosis and he en- 
deavors to instruct the general practitioner how to 
tell which glands are at fault and what the best 
course of treatment would likely be. The text is 
well written, easily read and would seem to be thor- 
oughly authentic. The book is highly recommend- 
ed. 





MeERCUROCHROME 


(dibrom-oxymercuri-fluorescein-sodium) 
<> is a background of 
Precise manufacturing methods in- 
suring uniformity 
Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 
istry of the American Medical 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses wili be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
atuemt BALTIMORE, MARYLAND atJeat 

















ADVANCES IN OVARIAN THERAPY 


A gynecologist, whose name is known from coast 
to coast, recently commented in the Journal of 
the American Medical Aossication (Feb. 23rd) 
about the cost of ovarian therapy: “It is greatly 
regreted,” he wrote, “that the American products 
have not been availab-e at prices that justify their 
preference or at least their being on a parity with 
the imported material.” 

Physicians, who have read this statement, will 
be interested in the announcement from the Squibb 
Laboratories that the potency of Amniotin—a phy- 
Siologically tested preparation of the ovarian fol- 
licular hormone, has been increased three-foid and 
the cost per unit has been reduced to about one- 
tenth of its former price. For hypodermic admin- 
istration, Amniotin in Oil is now distributed in 
1 cc. size ampuls, containing 8000 and 2000 Inter- 
national Units per cc. 

Amniotin Capsules and Pessaries (vaginal sup- 
positories) now contain 1000 and 2000 Internation- 
al Units, respectively. The price of these packages 
is now so low as to compare favorably with the 
cost of insulin. 

These new high-potency preparations should 
make ovarian hormone (estrin) therapy eminently 
more satisfactory. Amniotin is indicated in the 
treatment of menopausal symptoms, involutional 
melancholia, gonorrheal vaginitis in children, se- 
nile vaginitis, breast hyperplasia (lobular type as- 
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sociated with bleeding), selected cases of frigidity, 
and migraine of pituitary origin. 





INFANT FEEDING 


Should mothers be given medical advice by 
neighbors manufacturers and other meddlers, gra- 
tuitously, or should the problem of infant feeding 
be kept where it belongs—in the hands of the 
medical profession is a question asked by Mead 
Johnson & Company. They state that they are 
and always have been definitely on the side of 
private medical practice, and this is why they re- 
fuse to advertise “complete foods’ which “simpli- 
fy” infant feeding. They contend that cow’s milk, 
water and carbohydrate mixtures is the one sys- 
tem of infant feeding that consistently, for three 


‘decades, has received universal pediatric recogni- 


tion; it offers an adjustable formula for meeting 
the changing requirements of the individual baby 
as it progresses; of all carbohydrates available, 
no carbohydrate employed in infant feeding enjoys 
so rich and enduring a background of authoritative 
clinica! experience as dextri-maltose. They believe 
that “babies supervised by physicians are better.” 





An instructive booklet on food values and nutri- 
tion has been prepared, covering particularly the 
newer knowledge of vitamins and mineral meta- 
bolism. 

Charts showing the relative content of vitamins, 
calcium, phosphorus, and total caloric value of the 
more common foods are presented. 

Though the booklet is small in size, it forms a 
handy reference for the busy practitioner. The 
book may be secured without cost on request, from 
R. B. Davis Company, Hoboken, N. J. 
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Modernly equipped for the care 
and treatment of tuberculosis in 
all stages. Rates $15.00 per week 
and up. Nurses care and medical 
attention included. $10.00 per week 
for convalescents. Write for de- 
scriptive booklet. 











EL PASO, TEXAS. 


THE LONG SANATORIUM 


A. D. Long, M. D. 
Medical Director 











Founded 1896 by Dr. Hubert Work 






A modern, newly constructed 











WOODCROFT HOSPITAL, PUEBLO, COLORADO 


Sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 
senile and drug addicts. 
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